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these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Regional Enteritis. L. Knarer Fercuson, M.D. and 
Bernarp Sicer, m.p. This paper describes the 
clinical features that characterized 46 patients with 
regional enteritis who came to surgery. Even in 
patients having resection with primary anastomosis, 
recurrence rate has been 55 per cent. 


The Treatment of Lymphedema of the Arms and Legs. 
Wuuum T. Fotey, This essay provides a use- 
ful classification of lymphedema and a discussion 
of diagnosis. Several effective medical therapeutic 
measures are available. Dr. Foley describes their use 
and the results obtained, as exemplified in interest- 
ing tllustrative cases. 


Individual Intravenous Therapy for Surgical Patients. 
Henry Swan, M.D. This ts a brief, clear description 
of a practical method for the use of “tailor-made” 
intravenous fluids in surgical patients, 


Diabetic Acidosis as a Complication of Therapy with 
Tolbutamide. W. EnGsTrom, M.D., MONA 
M. Ruwa.ptT, m.p. and Norman H. Encarinc, 
M.D. One of the arylsulfonylureas, tolbutamide, has 
recently been marketed for the treatment of diabetes. 
This agent, though nontoxic, does not forestall the 
development of diabetic acidosis. 


Extracardiac Disorders in Heart Failure. Rotanp F. 
Wear, Jr., m.v. The treatment of heart failure is 
sometimes nullified by various extracardiac dis- 
orders. Detection and removal of these complicating 
factors is the theme of this essay. 


The GP Quiz. Published semiannually, this quiz covers 
GP scientific articles from July through December, 
1957 


Clinicopathologic Conference. The protocol for this 
semiannual conference is prepared from a hospital 
chart. The clinical discussion is derived from a re- 
cording of the extemporaneous remarks of a 
clinician who has studied the protocol but is other- 
wise unfamiliar with the case. Readers are invited 
to study the case presentation and clinical discussions 
and to decide whether or not they agree with the 
discussor. 
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SECRETARY'S NEWSLETTER 


DECEMBER, 1957 


Significant Events 


Academy Committee 
Urges A New Board 


Family Doctor Now 
Considered Specialist 


Describes Modern 
Family Physician 


> The first report of the Academy's ad hoc "MUSE Committee" 
(Minimum Uniform Standards of Education) urges that the 
Academy and the AMA Section on General Practice create a 
Board of General Medicine to examine and certify physicians 
in general medicine and surgery. The committee also be- 
lieves that the one-year general practice internship should 
be replaced by a two-year residency. 

The MUSE committee's preliminary report points out that a 
general practice specialty board could help establish edu-— 
cational standards and would encourage young physicians to 
take general practice residencies. It adds that medical 
school administrators want a certification program. 

The ad hoc committee's report is preliminary only and is 
not an official statement of the Academy until it has been 
approved by the Board of Directors and the Congress of 
Delegates. This will be the most important single subject 
of discussion when the Congress of Delegates meets at the 
Tenth Annual Scientific Assembly next March. 

The committee contends the one-year internship has out-— 
lived its usefulness, having been replaced by the under— 
graduate clinical clerkship. A two-year residency is called 
"educationally superior." 


> MUSE committee members contend that the famil sician 
should be considered a specialist. However, they point out 
that he needs more training and that this training should 
include a firm background in internal medicine, pediatrics, 
psychiatry, preventive medicine, minor surgery, gynecology, 
emergency surgery, primary care of orthopedic patients and 
primary and definitive care of obstetric patients. 

Periods of time should "not be confused or equated with 
educational adequacy," the committee declares. Members add 
that time requirements have little meaning and that a quali- 
tative measurement is more realistic. 

MUSE Committee members include President-elect Holland T. 
Jackson, chairman, and Drs. J. S. DeTar, Charles C. Cooper, 
Carleton R. Smith, D. W. McKinlay, Mary E. Johnston, William 


J. Shaw, Louis F. Rittelmeyer, Jr. and Jesse D. Rising. 


> Academy Member Max Cheplove, in a current Medical Eco- 
nomics article entitled, "No Surgery for Tomorrow's GP," 
says that the general practitioner—surgeon is "headed for 
extinction." Dr. Cheplove, chief of the general practice 
section at Millard Fillmore Hospital, Buffalo, N.Y., and 
president-elect of the Erie County Medical Society, adds 
that the next jurisdictional dispute will involve the family 
doctor and the internist. 


Surgery To Continue 
In General Practice 


Defense Needs Alter 


Legislative Forecast 


AMA Will Oppose 
Forand Health Bill 


Dr. Cheplove contends that the so-called "family intern- 
ist" practices general medicine but "wants to be known so-— 


cially as a specialist." The article outlines the hos- 
pital's general practice program and its annual 12-week 
general practice symposiun. 

The description of the function of the future general 
physician in the MUSE Committee's tentative statement is 
practically identical with that in the Cheplove article. In 
contrast, however, the Academy's committee contends there 
will be need for general practitioner-surgeons for many 
years to come. 


> Russia's earth satellites have dampened ambitious new 
health and welfare plans. The Administration has belatedly 
decided that defense deserves a higher priority than ex- 
travagant give-away programs. Here's the 1958 legislative 
forecast: 

The clamor to slash taxes will fade to a whisper. All 
politicians will promise to work for greater economy but 
taxes won't be reduced. 

Labor will continue to push HR 9467, the Forand compulsory 
health insurance bill. However, the crash program plus HEW 
Secretary Folsom's lack of enthusiasm spell its ultimate 
doom. A vote could be alarmingly close. 

The Jenkins—Keogh plan permitting self-employed persons to 
establish retirement income funds via tax-deferred deduc— 
tions won't get off the ground. It would reduce government 
revenue and consequently has never earned Treasury Depart- 
ment support. 

There will be less emphasis on federal subsidies for 
medical school real estate programs. Everyone wants more 
doctors but the money will be diverted until integration 
problems are resolved. 


p AMA President David B. Allman surprised no one by announc- 
ing that the AMA will strongly oppose HR 9467. Allman said, 
"This proposal is clearly 'socialized medicine' for a seg- 
ment of the American people." 

Almost _ simultaneously, Academy President Malcom E. Phelps 
pointed out that any compulsory health insurance scheme 
"will benefit the nation as much as a law against Asian 
influenza." Touching only lightly on socialized medicine, 
Dr. Phelps chose to point out that the Forand scheme would 
simply mean "bargain basement medicine" and generally in- 
ferior care. 

Forand (D-R.I.) hopes that hearings will start soon after 
Congress reconvenes in January. The bill provides free 
hospital, surgical and nursing care benefits for retired 
social security beneficiaries and their dependents. An 
article in the January GP highlights provisions of the bill. 


PLAN NOW TO ATTEND THE ACADEMY'S TENTH ANNUAL SCIENTIFIC 
ASSEMBLY, MARCH 24-27, 1958, IN DALLAS MEMORIAL AUDITORIUM. 
A HOTEL RESERVATION FORM APPEARS ON PAGE 193 OF THIS ISSUE. 


‘ 
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Ernest M. Brown, Jr., M.D. is the author of this month’s “Practical Therapeutics” article, ‘‘The Clini- 
cal Management of Osteoarthritis.” Currently assistant chief of the Arthritis Clinic, Hospital of the. Uni- 
versity of Pennsylvania, Dr. Brown received his medical degree from the University of Pennsylvania and 
took both his internship and residency at the University hospital. Following a tour of duty at the Army 
and Navy General Hospital, Hot Springs, Ark., he returned to the University hospital as a resident in 
medicine and a fellow of the Cox Research Institute. At the same time, he was the Ayerst, McKenna and 
Harrison fellow of the Association for the Study of Internal Secretions. In his career at the University of 
Pennsylvania School of Medicine, Dr. Brown served as instructor in medicine, associate in medicine and 
as assistant professor of clinical medicine. In Pennsylvania’s Graduate School of Medicine, he is an asso- 
ciate in medicine. At present, Dr. Brown is consultant in rheumatic diseases to the Veteran’s Adminis- 
tration and staff consultant in arthritis to the Children’s Hospital, both in Philadelphia. Page 98 


Frank A. Finnerty, Jr., M.D. is a graduate of Georgetown University Medical School, Washington, D.C. 
Following his graduation he received training in internal medicine at several hospitals, including George- 
town, Boston and District of Columbia hospitals. For the past three years, Dr. Finnerty has been in charge 
of cardiovascular research at District of Columbia General Hospital. At the present time, he is assistant 
professor of medicine at Georgetown University Medical School and is also an established investigator of 
the American Heart Association. Dr. Finnerty’s article, ‘“Therapy of Hypertensive States in Pregnancy 
from the Internist’s Standpoint,” was written in collaboration with Joachim Buchholz, M.D. Dr. Buchholz 
received his medical training in Germany, graduating in 1949. He took several years of postgraduate 
training at the University of Munich before coming to the United States. Dr. Buchholz served his intern- 
ship in this country at St. Peter’s Hospital, New Brunswick, N.J. He is currently in his second year as a 
fellow in medicine at Georgetown University Medical School. Page 86 


Earle I. Greene, M.D. is professor of surgery at both Chicago Medical School and Cook County Post- 
graduate School. A graduate of Chicago’s Rush Medical College, Dr. Greene is attending surgeon at two 
Chicago hospitals—Cook County and Mt. Sinai, and is associate attending surgeon at Grant hospital. A 
former member of the Mayo Clinic staff, Dr. Greene is a fellow of the American College of Surgeons and 
of the International College of Surgeons. His coauthors of ‘‘Anatomic Variances of the Cystic and 
Hepatic Artery as Seen During Operations on the Gallbladder” are Drs. J. Major Greene and William 
Schumer. Dr. Major Greene, also a Rush Medical College graduate, is assistant professor of surgery, 
Chicago Medical School and associate professor of surgery, Cook County Postgraduate School. He, too, 
is attending surgeon at Mt. Sinai hospital and is associate attending surgeon at Cook County and Grant 
hospitals. Dr. Schumer was graduated from Chicago Medical School and is associate attending surgeon 
at Cook County hospital and an associate in surgery at Mt. Sinai. Page 74 


William F. Putnam, M.D. while still attending high school, decided that he would be a country doctor 
in New Hampshire. He meant it. For the past 21 years, Dr. Putnam has had an active general practice in 
Lyme, N.H. A graduate of Dartmouth and Jefferson Medical College, Academy Member Putnam has 
served as the New Hampshire chapter’s secretary-treasurer and as chairman of its education committee. 
He has also served as president of the Grafton County Medical Society. Dr. Putnam has been active in 
both church and civic affairs. His activities range from the presidency of his church conference and his 
work with the Lyme Fire Department to membership on the New Hampshire State Advisory Committee on 
Gerontology. In addition, he is a member of both the staff and the board of trustees of the Alice Peck Day 
Memorial Hospital, Lebanon, N.H. Dr. Putnam has been a general practice preceptor for the University 
of Vermont College of Medicine for six years. His article, ‘Long-Term Anticoagulant Therapy,” was 
awarded second prize in the New Hampshire State Medical Society competition for 1956. Page 79 
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LIFE CAN BE 
EASIER FOR HER 


Easy way to keep your Special 
Diet patients on the diets you 
prescribe. Gerber Strained or 
Junior (minced ) Foods require 
little or no preparation. Both 
types are economical and easy to 
obtain at grocery stores. Excel- 
lent variety makes it possible to 
stimulate appetite interest and 
provide a wide assortment of 
essential nutrients. 


For patients requiring mechani- 
cally non-irritating foods, 
Gerber Strained Foods are ideal. 
Fruits and vegetables have a low 
crude-fiber content. Meats have 
a low fat content. All Gerber 
Strained Foods have a minimum 
of seasoning anda smooth, 


P' consistency suitable for 
delicate digestive tracts. 


with dental or chew- 
ing difficulties, Gerber Junior 
Foods have 4 tender, evenly 
minced texture that reduces 
chewing effort, yet provides 
some natural fiber. 


variety. Gerber offers 5 
cereals, over g0 fruits, Vese- 
tables, meats and desserts - - - for 
menu variation and a “broad 


spectrum” of nutritive values. 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


UnTimely 


Many have taken issue with Time magazine’s statement 
that intracutaneous technique of administering the flu vaccine 
is not well known by many general practitioners in this coun- 
try. The following reply to this unTimely comment was sent to 
Time by Academy Member John O. Milligan of Seattle, Wash. 

— PUBLISHER 


Dear Sirs: 

I have long been an admirer of Time magazine and 
have always been of the opinion that Time has been well 
informed and accurate in its reporting. However, I must 
take exception to your report on “Asian Flu, U.S. Style,” 
September 30, 1957 wherein you state that a draw-back in 
the newly proposed technique of administering the Flu 
Vaccine by the intracutaneous technique is difficult and 
not well known to many U.S. general practitioners. 

I would like to point out that all doctors of medicine 
from the time they begin their earliest training are well 
acquainted with the intracutaneous method of administra- 
tion and testing. Physicians in all branches of medicine and 
surgery use this technique constantly for sensitivity testing 
and for such simple tests as the Shick Test, Dick Test, 
tuberculin test, tetanus antitoxin and many others. Inci- 
dentally, most registered nurses are also familiar with this 
technique and are able to administer it. 

Joun O. MiLucan, M.D. 
Seattle, Wash. 


Addiction vs. Habituation 


Dear Sirs: 
in response to your editorial on meprobamate addiction 
in the May issue of GP, we feel the following to be pertinent : 
A careful review of current medical journals strongly 


GP December 1957 


suggests the arousal of a fear reaction among physicians 
concerning the possible addictive or habituating conse- 
quences of some of the tranquilizers now in use. After 
studying the numerous reports and commentaries relating 
to this question we feel obliged to add our voice to the de- 
bate, in light of our experiences as active investigators in 
the study and evaluation of chemopsychiatric compounds, 

A committee of experts working under the auspices of 
the World Health Organization have recently (WHO 
Technical Report Series No. 116) attempted a clarification 
of the addiction problem; they have formulated criteria 
which purports to differentiate between drug addiction and 
drug habituation. This organized endeavor has evoked 
much enthusiasm and many pertinent comments. After 
scrutiny of the WHO criteria we have concluded that while 
the problem has been wisely approached it is nonetheless 
only a valuable beginning. 

It seems to us that any attempt to differentiate between 
habituation and addiction must deal with the mind-body 
dilemma and its diverse cultural ramifications. These cri- 
teria may perhaps best be viewed as a kind of rule-of-thumb 
formulation and as such they necessarily are a function of 
the individual thumb. Insofar as our present understanding 
of addiction still rests upon an empirical foundation our 
attitude must remain empirical and cautious. In the ab- 
sence of firm physiologic facts two questions may be broached: 
1) May we still logically ask whether addiction is the invari- 
able concomitant of any specific agent or combinations 
thereof? and 2) Is addiction the response pattern of the 
total organism (mind and body) ? 

When we learn that an individual has been reported to 
have become addicted to sodium bicarbonate, our scientific 
skepticism concerning the concept of addiction is aroused 
and we again ask, “What do we mean—what is it that we 
are trying to say when we declare that a compound or agent 
has addictive properties ?” 
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FURADANTIN® INTRAVENOUS SOLUTION 


BRAND OF NITROFURANTOIN 


often rapidly effective: 


in systemic infections such as septicemia (bacteremia), peri- 
tonitis, and other bacterial infections as of postoperative 
wounds and abscesses, when the organism is susceptible to 
FURADANTIN ; in severe genitourinary tract infections when 
the patient is unable to take FURADANTIN by mouth. 


FURADANTIN I.V. has proven dramatically effective—often 
lifesaving—even in infections which failed to respond to 
other antibacterials. It has been administered to adults and 
children alike without serious toxic effects. 


FURADANTIN I.V. solution is dissolved aseptically in a sterile 
diluent at room temperature, just prior to use by intravenous 
drip only. Full dosage instructions and discussion of indi- 
cations and side effects are enclosed in each package. 
FURADANTIN I.V. is now available to all hospital pharmacies. 


NITROFURA NS~—a new class of antimicrobials— 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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It is our feeling that much of what has been reported as 
addiction might very well be interpreted as follows: If a 
patient finds relief from an intensely painful condition fol- 
lowing the use of an ataractic he has learned that a particu- 
lar medicament has pain-reducing value. If medication is 
discontinued and his painful condition subsequently re- 
curs the effect will be such as to encourage a quasi depen- 
dency upon the ataractic for he shall have been made 
acutely aware of the contrast between the painful and 
pain-free conditions. 

Further, anticipation of the recurrence of pain (fear, 
tension, anxiety, apprehension) might create a need at 
times to increase the dosage (tolerance). The patient, once 
having learned that a certain medicament has been of help 
will certainly make use of his newly found knowledge in 
coping with his distress thereby influencing the course of 
his physiologic reactions. This situation might be mitigated 
by sympathetic medical treatment based on an under- 
standing of the psycho-dynamics of the individual patient 
who must be appreciated as an organism in flux, a process 
rather than a product. 

In our studies of the effects of various tranquilizers, 
literally hundreds of subjects have been treated without 
manifesting symptomatic changes indicative of addiction or 
habituation. 

What we are suggesting is simply this: We feel that it is 
incumbent upon the physician to observe the patient for 
toxic reactions and to prescribe accordingly. The patient 
invariably reacts in a total manner to the total therapeutic 
situation which includes the personality of the attending 
physician. Recent developments in chemotherapy have 
been very encouraging but much time shall be lost in our 
fight against mental illness if we permit the addiction ques- 
tion to grow into an emotionally charged issue. One clearly 
forseeable consequence is that many patients shall thereby 
have been deprived of an effective and economic means of 
controlling mental disturbances. 

Seymour HALPERN, PH.D. 
Sipney MERLIS, M.D. 
Research Division, State Hospital 
Central Islip, N. Y. 


Another Protest 


Dear Sirs: 

After reading Dr. J. Herbert Nagler’s letter in the Aug- 
ust GP, I cannot believe that his suggestion is meant seri- 
ously. I read and re-read, and it kept saying the same thing 
—a commission of doctors is to decide upon killing other 
human beings. 

I’m moved beyond words, hardly knowing what to say to 
anyone who calls himself a physician and yet can conceive 
such an idea. He is not pronouncing the death sentence for 
aggressors or murderers or the like; it is for innocent 
people who happen to have an apparently incurable disease 
or who have been conceived in utero and are just as much 
alive as you or I. I am really greatly saddened to think that 
a physician—a healer—could feel this way, and then even 
have the idea published. Such a thing is a violation of the 
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natural law, divine law as expressed in the Ten Command- 
ments and our own culture and ethics. 

The very thought is ugly and repulsive. It denies the 
fact that there is a reason for suffering in this life; this 
basic lesson is learned from Christ Himself—that we are to 
suffer as He did, to do our share in the redemption of man 
and in atonement for sin. 

If this letter from Dr. Nagler does not result in hundreds 
of protests from the medical profession, then the medical 
profession is itself becoming decadent and heartless. 

For time and eternity, the beginning of life and its termi- 
nation at death are in God’s hands; let us not tamper with 
His Will, or try to usurp His Power. We might get burned, 
literally! 

Joseru J. Lauber, M.D. 
Capt. M.C. U.S.A.R. 
Indianapolis, Ind. 


British Doctor To Emigrate 


Dear Sirs: 

Thank you for the complimentary copies of the August 
issue of GP, and for the reprints of my article, “A Country 
Doctor and the National Health Service.” 

I should like to express my appreciation of your remarks 
in “Memo from the Publisher”. It seems apparent that you 
have a better perception of the plight of the British medical 
profession than have some of the leaders of the BMA. As 
you know, our situation has gone steadily from bad to 
worse during the last ten months, and the BMA, after its 
abortive threats of a mass withdrawal from the NHS, has 
behaved in a pusillanimous fashion. 

I myself have decided to resign from the NHS and to 
emigrate to the U.S.A. or Canada next spring. It is the only 
choice I have left: apart from a few industrial appointments, 
the NHS has the monopoly of the employment of doctors 
in this country. 

I hope that you will keep up your campaign against so- 
cialized medicine. 

OLDHAM, M.D. 
Bank House, Llandilo 


Carmarthenshire, Great Britain 


The Dispensing Physician 


Dear Sirs: 

The recently adopted revised principles of medical ethics 
seems to me to contain a contradiction in Section 7. Section 
7 states: “In the practice of medicine a physician should 
limit the source of his professional income to medical serv- 
ices actually rendered by him, or under his supervision, 
to his patients.” Then the section closes with “Drugs, 
remedies or appliances may be dispensed or supplied by 
the physician provided it is in the best interest of the pa- 
tient.” The $64 question is ‘‘What is in the best interest of 
the patient” ? On this question there is a wide divergence of 
opinions. 

Due to the absence of competent pharmacists in some 
isolated localities, the necessity for total dispensing by a 
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...sick after eating 


“Mealtime doldrums” (nausea, lack of appetite, gastrointestinal distress, dyspepsia, weak- 
ness and fatigue) are symptomatically consistent with biliary stasis. More than replace- 
ment therapy (bile salts) is needed. A copious flow of highly fluid bile—hydrocholeresis— 
promptly drains the biliary tree and clears away sluggish bilious matter, relieves irrita- 
tion, and prevents infection of the bile ducts. Hydrocholeresis restores the physiologic sup- 
ply of natural bile from within and achieves laxation without catharsis. Dehydrocholic 
acid is the most potent hydrocholeretic and the least toxic of the bile derivatives. 


Spasmolysis is rapidly and effectively achieved by homatropine methylbromide which 
has been proved notably safe in the new, higher dosage of five milligrams. 


Cholan V, a combination of dehydrocholic acid and homatropine methylbromide, 
affords prompt relief from symptoms of hepato-biliary insufficiency and spasm, and helps 
maintain adequate bile fluidity—especially indicated in dyspepsia, obesity, pregnancy, 


new Cholan V 


Each tablet contains 250 mg. Cholan DH® (dehydrocholic acid Maltbie) 
and 5 mg. homatropine methylbromide. One or two tablets t.i.d., after 
meals. Bottles of 100, 500, and 1,000. 
Hydrocholeresis is contraindicated in jaundice and in complete bile duct 
obstruction. 
Also available: 
Cholan DH® (250 mg. dehydrocholic acid); 
Cholan HMB (250 mg. dehydrocholic acid, 2.5 mg. homatropine 
methylbromide, gr. phenobarbital). 
Write for free sample supply to Professional Service Department. 
MALTBIE LABORATORIES DIVISION 
WALLACE & TIERNAN, INC. 


Belleville 9, New Jersey PCN—71 
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few physicians still remains. However, the vast majority 
practices in areas served by well trained pharmacists. Thus, 
total dispensing today is no longer only for the conveni- 
ence of the patient, it has an economic motivation. 

The traditional reluctance of the physician to raise his 
base fee, has resulted in the dispensed medication becoming 
the pretext for an increase, thus making it necessary to dis- 
pense on every visit of the patient. The physician should 
have the courage to charge a realistic fee for his profes- 
sional services that is not contingent upon added benefits 
such as total dispensing represents. Of course, a minimum 
amount of dispensing, such as giving the patient sufficient 
medication to last until he has the opportunity to have the 
prescription filled, represents a real service. 

The type of total dispensing engaged in by many physi- 
cians today is both unprofessional and unethical. Unpro- 
fessional since a portion of the fee charged is not for medi- 
cal services and, unethical as the best interests of the pa- 
tient are not being served. The basis of dispensing being 
economic, the less expensive medications are usually 
stocked. This deprives the patient of the benefits of the 
products of research that are necessarily more expensive. 
In the absence of the indicated agent it often leads to sub- 

, stitution. Thus the ultimate is frequently reached—the 
substitution of a substitute for a substitute! 

The specter of some form of state medicine still hangs 
over us, and we need the support of all members of the 
health-team, especially the pharmacist whose contacts with 
the public are frequent and intimate. His continuing sup- 
port will depend upon benefits derived from, and identifi- 
cation with, the private practice of medicine. 

The “counter prescribing” we have long decried is fre- 
quently the direct reaction to “office dispensing”. In order 
to survive in a community where many physicians practice 
total dispensing, pharmacists are forced to merchandise 
a plethora of non-medical items. If the traditional rela- 
tionship between pharmacy and medicine is to be main- 
tained, there must be a re-emphasis on cooperation and a 
mutual respect for each other’s fields of endeavor. 

The private practicing physician is the logical one to 
champion such a mutually beneficial partnership which, 
fortuitously and necessarily if it is to endureg coincides 
with the best interests of the public. 

F. P. RHOADES, M.D. 
Detroit, Mich. 


Lost in the Shuffle 


Dear Sirs: 

Occasionally a publication of one of the councils of the 
American Medical Association is of extraordinary interest 
to general physicians but is lost in the shuffle of many other 
publications of less interest and fails to attract the attention 
of most of us. 

Until brought to my attention, this happened to me in 
the case of one of the reports of the Council on Industrial 
Health of the AMA, namely ‘The Survey of Occupational 
Environment”, One sentence in the second paragraph of 
the introduction to the report, “The physician may gain 
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much through a personal survey of the occupational en- 
vironment of persons who are under his supervision or of 
those who are or may become his patients,” is particularly 
noteworthy. 

This is a 23-page pamphlet which I went over carefully 
with the thought that it might be briefed and presented to 
the Academy for its information. However, I found that not 
a single sentence could be removed and still convey the full 
impact of the report. 

I am writing this letter to urge every general physician 
who reads it to obtain a copy. I have been informed that a 
single copy will be sent in the mail to every physician who 
specifically requests it by mail. This can be done by writing 
to the Council on Industrial Health, American Medical 
Association, 535 North Dearborn Street, Chicago 10, Il- 
linois, and asking that a copy of “The Survey of the Occu- 
pational Environment” be sent to him. 

I hope every one of our members will obtain this report 
and read it carefully. 

Joun R. Fowter, 
The Fowler Clinic 
Barre, Mass. 


Urges Pliable Rule 


Dear Sirs: 

As a young general practitioner beginning his second 
year in practice, I would like to add a few comments about 
Dr. DeTar’s reference to residency training (‘Presidential 
Address,” July, 1957 GP). 

It is absolutely fallacious to believe further residency 
training makes a good or better general practitioner. How- 
ever, an internship at a large county or city hospital cer- 
tainly does have some influence. I interned at Los Angeles 
County General Hospital. In my year of training there, ro- 
tating through all the major services, I firmly believe an in- 
ternship in one private hospital or university hospital plus 
another year or two of training in that type of institution 
could not hold a candle to my year at L.A.C.G.H. 

I point this out merely because I believe it is the expe- 
rience the physician acquires in his training. I investigated 
many residencies around this area and found them to be 
less worth while than my intérnship. I found I could take a 
preceptorship with trained surgeons (and frankly this is the 
one area where hospital rules hit us the hardest) and learn 
while doing, practice good medicine and maintain good 
ethics in the community. 

This brings to mind another matter—that the area the 
physician goes into should determine his training. I have at 
my immediate disposal many specialists to call in at any 
time of day or night. If I were in the boondocks, this would 
be a different problem. 

We should be very pliable in our future planning in re- 
gard to general practice. No two areas are alike in terms of 
need or skill. One man with five years training in a univer- 
sity hospital can conceivably be a total flop in practice. We 
don’t all need the same training. Most of my contempo- 
raries are specialist crazy. If we have to spend more years in 
training we should call ourselves some type of specialist. 
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CLINICAL COLLOQUY 


My patients complain that 


the effect of the pain tablet I prescribe 
often wears off in less than 3 hours. 


Why not try the new analgesic 
that gives faster, 
longer-lasting pain relief? 


You mean something that 
doesn’t require repeat dosage so often? 


Yes—it’s called Percodan.® 
It not only works in § to 15 minutes but 
one tablet sustains its pain-relieving effect 
for 6 hours or longer! 
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How about side effects? 


No problem. For example, 
the incidence of constipation 
is rare with Percodan.* 


Sounds worth trying— what's the average adult dose? 


One tablet every 6 hours. That’s all. 


Where can I get literature on Percodan? 


Just ask your Endo detailman or write to: 


€ndo|ENDO LABORATORIES 


Richmond Hill 18, New York 


*U.S. Pat. 2,628,185. PERCODAN contains salts of dihydrohydroxycodeinone and 
homatropine, plus APC. May be habit-forming. Available through all pharmacies. 
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But wouldn’t this destroy what our main goal has been— 
to do general practice? 

A man’s own conscience is his guide in the practice of 
medicine. The Academy can’t afford to go to extreme views 
about this residency training program. Schools turn out 
too few general practitioners anyway. More understanding 
of the medical school and the internship training will pro- 
vide a better solution to our problems. 

JEROME JABLON, M.D. 
Van Nuys, Calif. 


Neither Rain, nor Sleet nor Eight Years 
Dear Sirs: 


I am enclosing a letter just delivered to me, which has 
been lost in the local post office for over eight years. 
I am sending it to you as a curiosity. It shows that mail 
can be lost through the postal department. 
Homer Davis, M.D. 
Genoa, Nebr. 


The letter: 
“Dear Dr. Davis: 

“It is my pleasure to inform you that the Committee on 
Credentials has acted favorably on your application for mem- 
bership in the American Academy of General Practice. Your 
name has been placed on the roll of the Academy, and we are 
enclosing your 1949 membership card. An engraved certificate 
of membership will be sent to you soon. . . . 

“We should be glad to receive any suggestions which may 
occur to you for future activities of the Academy which may 
be of benefit to the general practitioners of America. If this 
office can ever serve you in any manner, please do not hesitate 
to call upon us. 

Sincerely yours, 

S/Mac F. Cahal” 
The date: May 19, 1949. 

—PvuBLISHER 


Residency Openings 


Dear Sirs: 

We are interested in securing general practice residents 
for the periods starting January 1, 1958 and July 1, 1958. 
We will appreciate any help you can give us in this matter. 

R. R. RicHarps, M.D. 


Chairman 
General Practice Residency Committee 
Luther Hospital 
Eau Claire, Wis. 


Tips from the “Pros” 


Dear Sirs: 

We have recently read an article in the August issue of 
GP entitled “Prevention and Treatment of Acute Ligament 
Injuries in Athletes” by Dr. Don H. O’Donoghue of the 
University of Oklahoma School of Medicine. We are very 
interested in this type of information and wonder if it is 
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possible that you would send us a couple of copies of this 
article for our athletic files. 


Ep SIGREST 
Head Coach 
North Caddo High School 
Vivian, La. 


Ths popular and timely article has brought many such 
requests, such as the following from the U.S. Air Force. 
— PUBLISHER 


Dear Sirs: 
My assignment in the Air Force includes an interest in 
the prevention of athletic injuries. The article by Dr. Don 
H. O’Donoghue in the August GP contains information 
which will add materially to our files on the subject. I shall 
appreciate a reprint of this article if one is available. 
I wish to take this opportunity to offer my congratula- 
tions to the American Academy of General Practice for the 
commendable work it is doing in supplying the nation’s 
families with outstanding medical care. The calibre of the 
men and the principles for which it stands are admirably 
displayed in GP. This is an especially fine publication and 
may you have continuing success for many years to come. 
Lr. Cot. Gorpon F. FisHer, usAF (MC) 
Deputy Chief 

Preventive Medicine Division 

Directorate of Professional Services 

Office of the Surgeon General, USAF 


The author was pleased, too.—PuBLISHER 


Dear Sirs: 

I want to congratulate you on the layout of my article. 
I think you are certainly pioneering in medical literature 
to try to make the article itself appear attractive to the 
reader. Most of the journals can well learn from their lay 
brethren that the attractiveness of the layout of the article 
often has a great deal to do with whether or not the article 
is read. 

Don H. O’Donocuue, M.D. 

Oklahoma City, Okla. 
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Christmas Correspondence 


Dear Santa Ciaus: 

In your time, you must have received all kinds of 
letters from all kinds of people, but I wonder if you 
have ever had one from a physician. I have asked most 
of my colleagues, and they all deny that they have 
written to you. That seems strange, because there are 
many things we sorely need. So, at the risk of seeming 
presumptuous, I have decided to send this request in 
the name of the medical profession. 

The worst problem we physicians have to contend 
with in our patients is fear. There have been many 
approaches to a solution, some of them pharmacologic, 
others psychologic. All leave a lot to be desired. Would 
it be possible, therefore, for you to fill our need—to 
provide a method or a medication to release the sick 
from the tensions of fear? 

I realize that this is a large order and that the pres- 
sure of your work may make it impossible for you to 
handle it this year. If so, I would appreciate it if you 
would consider giving it high priority for Christmas, 
1958. 

Sincerely yours, 
Richard Roe, 
December, 1957 


MEMORANDUM 
From: 8. Claus 
To: Stockroom 
Subject: Request from Richard Roe, M.p. 
Do we have an item that would fill this order? 


MEMORANDUM 
From: Stockroom 
To: Chief 
Suhject: Request from Richard Roe, M.D. 
Nothing pharmacologic here or in Research Di- 
vision, It is suggested respectfully that Medical Re- 
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Editorials 


print Number C III contains a formula that would fill 
Dr. Roe’s needs. 


Dear Docror: 

In reply to your recent Christmas order, I am en- 
closing a reprint from the early medical literature. 
The author made a thorough study of the problem that 
vexes you. His analysis provides a formula that has 
never failed when it has been properly applied. 

With best wishes for a joyous Christmas, I remain 

Yours truly, 
S. Claus 
December, 1957 
SC:SEC 
Enclosure. (Medical Reprint Number C III: “The 
Gospel According to St. Luke”) 


Inhalation Therapy 


Tue subject of inhalation therapy is currently under 
study by the AMA Council on Medical Education and 
Hospitals. In June, 1956, the House of Delegates ap- 
proved, in principle, the establishment of programs 
for education of inhalation therapy technicians. The 
Council was asked to develop criteria for such training. 

Quite properiy, the Council has not yet proposed 
any criteria. The scope of inhalation therapy needs 
definition. Specialized training in this field must be 
integrated and coordinated with existing closely related 
educational programs. In the development of criteria, 
there must be close cooperation with other interested 
groups, particularly the American Society of Anes- 
thesiologists, Inc., and the American College of Chest 
Physicians. 

A large part of any educational program in inhala- 
tion therapy will be concerned with techniques of 
administration of oxygen. In that connection, the 
medical profession itself is in need of education. Many 
physicians prescribe oxygen treatment that is un- 


69 


| 


necessary or, worse still, that is inadequate for the 
purposes for which it is intended. In doing so, they 
deceive themselves as well as their patients. Such 
deception is easy with a gas that is odorless and taste- 
less and usually, but not always, harmless. 

Although criteria for training inhalation therapists 
can wait, programs for education of physicians in the 
principles of oxygen administration need strengthen- 
ing urgently. Surely this can easily be done. Oxygen 
is prescribed mainly in hospitals—a circumstance that 
gives the experts on oxygen administration a good 
opportunity to discover and correct the ignorance of 
their fellow-physicians. 


X-Ray Protection 


WITH ALL THE TALK about the hazards of ionizing radi- 
ation to the world population, it is not surprising that 
people are confused. After all, a thorough understand- 
ing of the problems depends upon a familiarity with 
biophysical principles—a familiarity that few people 
can claim. In that respect, physicians are not much 
better off than others. Biophysics is not one of their 
stronger subjects. However, physicians are in a posi- 
tion to approach some aspects of the problems more 
readily even than biophysicists. 

One source for confusion has resulted from preoccu- 
pation with the radioactive fallout from tests of nuclear 
weapons. That source of exposure is so widespread 
and so dramatic that there is a tendency to overlook 
other sources. For example, an equally widespread 
source is so-called ‘“‘background”’ radiation—the com- 
bination of ionizing rays that results from earth sources 
(radioactive elements) and universal sources (cosmic 
rays). Even more important is the use of x-rays in the 
healing arts. This is the largest man-made source of 
ionizing radiation, and surely the easiest to control for 
purposes of protecting the population. 

Confusion has been compounded by attempts to de- 
fine a maximum permissible dose (MPD) of ionizing 
radiation. In the first place, the terminology of radia- 
tion dosage is unfamiliar to most physicians. There is 
a natural inclination to dismiss the unfamiliar from 
mind, Second, experts in the field have differed in 
their estimates of what constitutes a dangerous cumu- 
lative dose of ionizing rays, and there have been re- 
peated revisions of the mysterious MPD. Third, 
physicians have trouble understanding just what there 
is to fear. Of course they have some appreciation of the 
relationship between x-radiation and carcinogenesis, 
but when the discussion moves into the field of genet- 
ics, they are likely to be mystified. 

In order to dispel their uncertainties, physicians 
have a relatively easy course to follow. As a start, they 
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can readily accept the premise that ionizing rays are 
dangerous. They know this from experiences with i:)- 
dividual patients or from reports by their medical c«i- 
leagues about purely medical matters. They need nut 
fully understand the talk of the population geneticists. 
Practicing physicians are men used to considering tlic 
individual rather than the population anyway, and 
this affords a suitable basis for the part they can play 
in the control of radiation hazards. 

Next, physicians can forget all about the measure- 
ment and size of MPD. In place of MPD, they need 
only adopt a line of thought that is quite familiar. For 
instance, in their concept of typhoid fever, physicians 
equate typhoid bacilli with the disease, and never 
bother to wonder how many bacilli. If they were asked 
to specify a number, they would hedge. They would 
talk about individual variations in resistance, immu- 
nity, method of exposure and other factors. They con- 
sider any number of typhoid bacilli to be dangerous. 
Similar thinking about x-rays provides a new attitude 
toward radiologic sanitation: there is no truly safe dose 
of ionizing radiation. 

Acceptance of this philosophy gives the medical 
man a course for action. He can now set out to control 
x-radiation from the source for which he is responsible 
—the use of ionizing rays in diagnosis and treatment 
of disease. So it is that, depending upon his field of 
practice and his area of responsibility, many provoca- 
tive questions about control come quickly to a doctor’s 
mind— 

Is this x-ray study (treatment) needed? 

Is the fluoroscope being used indiscriminately, as a 
substitute for x-ray film? 
Is every effort being made to insure that the /firsf 
x-ray picture is perfect, so that the study will not have 

to be repeated ? 

Is the equipment as safe as engineering methods can 
make it? 

Is the equipment being used so as to provide maxi- 
mum safety for patients and operators? 

Is radiologic sanitation being taught adequately in 
medical schools and hospitals? 


Remission of Diabetes Mellitus 


Ir Is WIDELY UNDERSTOOD that the severity of diabetes 
mellitus varies from time to time during the course of 
the disease in an individual patient. For the most part, 
attention is attracted mainly to fluctuations upward in 
severity. So it is that a patient whose diabetes is basi- 
cally mild or moderate in severity may be expected to 
have an aggravation of symptoms and a need for in- 
creased amounts of insulin when he is under emotional 
strain or when he has an infection or some other physi- 
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The “balance” of factors in the amelioration of diabetes mellitus. 


cal stress. Similarly, when the patient’s carbohydrate 
intake is increased considerably, there is an immediate 
corresponding increase in the need for insulin. After 
some time, if the carbohydrate intake is again reduced, 
one may expect a striking lag in the reduction of the 
need for insulin, and sometimes the dosage of insulin 
must be kept permanently at levels higher than they 
were before the patient went on his eating spree. 

The fact is that the coin has another side. This is 
well demonstrated in a report by Harwood in the 
New England Journal of Medicine for August 8, 1957. 
The author describes a truly remarkable case in which 
diabetes of considerable severity underwent ameliora- 
tion that was apparently spontaneous. The patient was 
a 24-year-old man whose diabetes had progressed to 
the point of severe acidosis. Not only did the patient 
recover from the acidosis, but with continued vigorous 
treatment, the severity of his diabetes was reduced to 
a point where finally insulin therapy was stopped. By 
that time the patient seemed entirely well. There were 
no symptoms of diabetes, and blood sugar levels were 
regularly within normal limits under ordinary cir- 
cumstances and while the patient continued to take a 
strict diet. Nevertheless, the persistence of the diabetic 
state could be demonstrated by.the fact that the pa- 
tient’s glucose tolerance test remained abnormal. 

In discussing this case, Harwood reviews the litera- 
ture of similar reports of amelioration of diabetes mel- 
litus. Although he adheres to the dictum “once a 
diabetic, always a diabetic,” he finds abundant reason 
for adopting a hopeful attitude that physicians should 
ain for remission rather than control of diabetes mel- 
litus. As Harwood sees the problem, the clinical status 
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of a patient with diabetes, that is, the severity of the 
diabetes, is the result of an interplay between two 
groups of factors. Thus there are diabetogenic factors 
that tend to make the disease more severe. These are 
in balance against factors that tend to control the 
disease, including dietary restriction and insulin. 
There is clinical and experimental pathologic evidence 
that the duration of the disease before control is 
sought has a profound influence upon the tendency 
toward remission. So it is that duration of the disease 
in some respects is the fulcrum for the balance pre- 
viously mentioned (see diagram above). This implies 
that when vigorous treatment of diabetes mellitus is 
started early in the course of the disease, further 
degeneration of islet-cell function may be halted, and 
some regeneration may take place. 

Even when this philosophy of diabetes mellitus is 
accepted, Harwood does not hope that significant 
amelioration of the disease will be commonplace. 
Several factors militate against that result—the initial 
severity of pancreatic damage, continuation of the 
factors that produced it, difficulty in obtaining com- 
plete adherence to the restrictions of diet. However, 
there is one other factor that deserves utmost atten- 
tion. This is the fear of provoking hypoglycemia. Thus, 
in Harwood’s experience, most physicians prefer a 
moderate hyperglycemia and minimal glycosuria to 
the risk of an occasional insulin reaction. In a sense, 
therefore, the majority of patients with severe diabetes 
are systematically under-treated, and the resulting 
mild hyperglycemia makes amelioration of their dia- 
betes impossible. In essence, what is needed is a more 
aggressive use of insulin. 
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Who's What and Why? 


Puysictans are often classified as general practitioners, 
specialists and general practitioner-specialists. GP has 
endorsed the first two classifications; never agreed that 
the third was either necessary or desirable. It hints at 
a maverick breed and seems inherently paradoxical. 
Its element of ambiguity could lead only to confusion. 

For example, Dr. Smith says, ‘I’m a general practi- 
tioner but I do quite a bit of surgery.” His colleague, 
Dr. Brown, says, ‘Yes, I’m a surgeon but I still have 
my thumb in the general practice pie.” 

If we affirm the above categories, both these doctors 
are general practitioner-specialists. GP has always 
thought it would be more meaningful to call Dr. Smith 
a general practitioner; Dr. Brown, a specialist. Remem- 
ber that we are not presently concerned with board 
certification or membership certificates. We’re only 
concerned, as we always have been, with the true 
nature of the physician’s practice. 

This commentary is inspired by an article in the 
August Journal of Medical Education. The article, 
based on a survey conducted by the National Opinion 
Research Center at the University of Chicago, is en- 
titled, “Career Interests and Expectations of U.S. 
Medical Students.” 

Interviewers queried 1,086 medical students and 
learned, among other things, that only 25 per cent 
have set their sights on general practice. Fifty-seven 
per cent expect to take a residency and an additional 
14 per cent think they'll “specialize to some extent.” 
We’re not told about the plans of the remaining 6 per 
cent. Nor are we shown the road a student travels to 
“specialize to some extent.” In many ways, we feel 
that we’re back on the same old merry-go-round. 

The “general practitioner-specialist” is commonly 
defined as a physician in general practice who, for 
reasons of his own, does a disproportionate amount of 
work in a recognized speciality. Rarely, if ever, is he 
defined as a specialist with an active interest in gen- 
eral practice. For reasons we don’t understand, the 
ball doesn’t bounce both ways. Perhaps he should be 
called a specialist-general practitioner. That would 
give us a fourth category (as useless as the third). 

We like surveys; they help us do a better job. But 
we take a long look at vis-a-vis discussions of the gen- 
eral practitioner-specialist ratio. We don’t think that 
anyone is trying to pull wool over anyone else’s eyes. 
Instead, we simply fear that the results may lack 
meaning simply because the terms aren’t well defined. 
It would be interesting, for example, to publish 100 
definitions of general practice prepared by medical 
students. It might tell us more about the 14 per cent 
who indicate that they will “specialize to some extent.” 
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We're not temporizing. On the contrary, it’s « 
source of some concern to learn that only 25 per cent 
of the NORC’s sample plan to enter general practice. 
We believe, in all sincerity, that this number should 
approach 75 per cent. It gives us good reason for not 
resting on laurels and teaches us that the road ahead 
presents a challenge. 


Treatment of Gangrene by Walking 


In Circulation for May, 1957, Foley advocates the 
treatment of gangrene of the feet and legs by walking. 
At first thought, this method seems completely radical. 
By long-established custom, bed rest has regularly 
been a part of the treatment of gangrene due to periph- 
eral arterial obstruction. However, as Foley implies, 
this custom is rooted in a past when potent antimi- 
crobial drugs were not available, and activity such as 
walking had the potentiality for spreading infection in 
a gangrenous part. Since infection can usually be dealt 
with successfully by present methods of treatment, the 
author was led to reconsider the advantages and dis- 
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A Need for Leadership 


FoR A PROFESSIONAL MAN, the productive years of life 
are usually measured from the time he launches his 
career. In that respect, physicians’ productivity is 
limited by comparison with other professions because 
it begins at a later time (see diagram at far right). Even 
this diagram does not tell the whole story because it 
leaves out of account the physician’s special vulnera- 
bility to military service—a factor that aggravates the 
disparity shown in the graphs plotted in this accom- 
panying diagram. 

More and more people are coming around to the 
thought that something should be done about the 
physician’s plight. However, a definite plan of action 
is lacking. That is not surprising; the problem is a 
complex one. Still, there are a number of approaches 
that might be considered if something is ever to be 
done about the situation. 

Approach number one might be called “compres- 
sion.” By this means, the whole educational program 
for a physician could be crammed into a shorter pe- 
riod of time. Under these circumstances, although the 
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advantages of the rest treatment as compared to treat- 
ment by exercise. 

On the debit side, rest in bed leads to a decrease in 
circulation with consequent wasting of muscles and 
adverse changes in the skin. Other investigators have 
shown that some of the undesirable effects of bed rest 
on the circulation can be counteracted by keeping the 
patient in an oscillating bed. On the credit side, Foley 
notes that walking is one of the greatest stimuli to 
development of collateral blood flow in the legs. 

With these thoughts in mind, and encouraged by 
the success of surgeons in the treatment of fractures 
by exercise, the author prescribed walking as an addi- 
tional method to be used in the treatment of 22 patients 
having gangrene of the lower extremities. The causes 
of gangrene were thromboangiitis obliterans (five pa- 
tients), embolus (one patient) and arteriosclerosis (16 
patients). Twenty-one of the patients had a healing of 
their gangrene with only minor loss of tissue. The 
single failure occurred in a patient who had improved 
during her hospital stay only to have an aggravation of 
the gangrene when she returned home where her 


family refused to allow her to walk because her toes 
were gangrenous. 

The results encourage Foley to propose that walking 
should be added to the medical regimen for gangrene 
of the feet or legs from arterial insufficiency. He recog- 
nizes the following contraindications to the method: 
(1) severe debility; (2) recent myocardial infarction; 
(3) high fever; (4) severe myocardial insufliciency ; (5) 
thrombophlebitis (until it subsides); (6) spreading 
cellulitis; (7) recent gangrene actively spreading; (8) 
cerebral damage with paralysis. 

In addition to the beneficial effect that walking 
seemed to have in encouraging development of col- 
lateral circulation, there were some other important 
dividends. There was less need for nursing care, pa- 
tients were able to leave the hospital sooner, while at 
home they were less of a burden and many were able 
to return to work while still under treatment. All in all, 
Foley’s experience brings to mind a statement once 
made by Thoreau: “It is never too late to give up our 
prejudices. No way of thinking, however ancient, can 
be trusted without proof.” 


physician would gain productive years in an absolute 
sense, the disparity between professions might not 
change. Presumably the programs for education in 
other professions might undergo similar compression. 
Of course, the question arises as to what to compress— 
all of the educational period or some of its parts. 

A second approach can be called “reduction.” 
This means that one or more of the segments of the 
educational program would be shortened significantly. 
For example, this could be accomplished by a return 
to the policy that premedical college instruction would 
last two years instead of four. Naturally, a third ap- 
proach could be derived from a combination of com- 
pression and reduction. 

A fourth approach is by “revision.” Using this, one 
or more of the educational segments would be so 
changed as to insure attainment of the objectives of 
education at an earlier time. This method differs es- 
sentially from “reduction” because it envisions altera- 
tions in the basic educational methods. Again, there 
is no reason to exclude the possibility of combining 
reduction or compression with revision. 

Perhaps the time has come to stop talking about 
approaches and to get busy with making some definite 
plans. Certainly the planning stage would require the 
‘terest and participation of many different groups— 
college educators, medical educators, other scientists, 
orgamzed medicine, government, licensing agencies, 
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and others. Perhaps all that’s needed is a leader to get 
the groups together for an exchange of views. 


COMPARISON OF EDUCATIONAL PROGRAMS 
IN VARIOUS PROFESSIONS 


Years of Education after High School 


Engineer, Industrial Scientist 


Physician 
Dentist 
Lawyer 
Teacher 


= 


Anatomic Variances 

of the Cystic 

and Hepatic Artery 

as Seen During Operations 
on the Gallbladder 


J. MAJOR GREENE, M.D., 
WILLIAM SCHUMER, M.D. 


AND EARLE I. GREENE, M.D. 


Chicago Medical School, 
Cook County, Mt. Sinai and Grant Hospitals 
Chicago, Illinois 
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Cystic Artery 
Cystic Duct 
Triangle of Chalot 


Common Duct 


Ir IS GENERALLY AGREED that most postoperative benig. 
strictures of the extrahepatic bile ducts follow simple 
cholecystectomy. Such strictures lead to a prolongec 
immediate postoperative hospital stay, the prospects o! 
one or more future operations, and the possibility thai 
the patient may become a biliary cripple for the rest of 
his life. 

This most serious complication of cholecystectomy 
may be avoided if certain factors are always kept fore- 
most in the mind of the surgeon who contemplates re- 
moving a gallbladder. 

Injuries leading to traumatic stricture of the extra- 
hepatic bile ducts may result from various causes: 

1. Sudden and severe hemorrhage due to severance of a 
normal or anomalous vessel. Whereas anomalies of the 
biliary ducts are not too common, anomalous arteries 
are frequent, and injuries to these are the chief causes 
which may lead to hemorrhage and ductal stricture. In 
a series of over 200 consecutive cholecystectomies, we 
have found the so-called normal arterial anatomy, as 
shown in Plate I, to be present in only 32 per cent of 
our cases. In the remaining 68 per cent there were 
deviations. 

The cystic duct is usually convoluted. The cystic 


Left Hepatic Artery 
Hepatic Duct 
Right Hepatic Artery 
Hepatic Artery 
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artery, however, is usually shorter than the convoluted 
duct and traction on the gallbladder during cholecyst- 
ectomy may inadvertently tear the cystic artery re- 
sulting in severe bleeding and obliteration of the 
surgical field. 

As a result of bleeding from either a severed normal 
or anomalous artery, one is tempted to blindly clamp 
the bleeding area with hemostats. Blind clamping may 
result in injury to the biliary ducts with the dreaded 
possibility of a stricture. When bleeding is encountered, 
it may be controlled by compression of the hepatic 
artery, where it lies near the edge of the gastrohepatic 
omentum, between the index finger and the thumb. 
Gradually releasing the pressure will demonstrate the 
bleeding point, which can then be clamped and ligated 
under direct vision. 

Another danger lies in severing the right hepatic 
artery. As shown in the various diagrams, this most im- 
portant vessel may lie in various positions and may 
easily be mistaken for the cystic artery and ligated. It 
may also be injured by blind clamping. Such an un- 
fortunate procedure may result in destroying the blood 
supply to the right lobe of the liver. It is estimated that 
the hepatic artery supplies about 25 per cent of the 


afferent blood to the liver and is essential for the survival 
of the parenchymal cells. Destruction of the hepatic 
artery may lead to infarction or necrosis and possibly 
death. 

The diagrams illustrate only the most frequent 
anatomic variations of the cystic and hepatic artery 
we have encountered. 

2. Traction on the gallbladder may produce angulation 
of the common and hepatic duct. When a clamp is ap- 
plied to the supposed junction of the cystic and com- 
mon duct, portions of the common and hepatic duct 
may be included in the clamp and ligated. 

3. In the presence of inflammation about the triangle of 
Chalot all landmarks may be obliterated. In such in- 
stances extreme care is warranted and cholecystotomy, 
except for the most experienced operator, may be the 
wiser procedure, leaving the removal of the gallbladder 
for a future date when all the inflammation has sub- 
sided. We believe that this will prevent damage to the 
extrahepatic ducts as well as damage to important 
blood vessels. 

To prevent damage to the extrahepatic bile ducts, 
hepatic and cystic vessels, the following facts and pro- 
cedures are of major significance: 


Figure 1. Two cystic arteries arise 
tn the triangle of Chalot, one ar- 
tery entering the anterior wall, 
and the other the posterior wall of 
the gallbladder. 
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Figure 2. The right hepatic artery 
overrides the hepatic duct. Two 
cystic arteries arise from the right 
hepatic artery in the triangle of 
Chalot, one artery entering the 
anterior wall and the other the 
posterior wall of the gallbladder. 


Figure 3. The right hepatic artery 
goes under the cystic duct and the 
distal portion of the gallbladder 
to enter the liver to the right of 
the gallbladder. A short cystic ar- 
tery arises from the right hepatic 
artery to the right of the gallblad- 
der to enter the anterior wall of 
the gallbladder. The left hepatic 
artery overrides the hepatic duct 
to enter the liver to the right of the 
hepatic duct. 


| 


Figure 4. Two right hepatic ar- 
teries arise in the triangle of Cha- 
lot with one artery entering the 
liver to the right of the gallblad- 
der. 


Figure 10. The cystic artery arises 
from the right hepatic artery to 
the left of the hepatic duct and 
overrides the hepatic duct to enter 
the anterior wall of the galiblad- 
der. 
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Figure 5. The cystic artery arises 
from the left of the hepatic duct, 
overriding the hepatic and cystic 
duct to enter the anterior wall of 
the gallbladder. 


Figure 11. Both right and left 
hepatic arteries override the he- 
patic duct. Cystic artery divides 
before entering the anterior wall 
of the gallbladder. 


Figure 6. The right hepatic artery 
overrides the hepatic duct. The 
cystic artery overrides the hepatic 
and cystic ducts to enter the ante- 
rior wall of the gallbladder. 


Figure 12. The cystic artery arises 
in the triangle of Chalot and di- 
vides before entering the anterior 
wall of the gallbladder. 
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Figure 7. Two cystic arteries arise 
in the triangle of Chalot, one ar- 
tery entering the anterior wall and 
the other the posterior wall of the 
gallbladder. A third cystic artery 
arising from the common hepatic 
artery, overrides the cystic duct to 
enter the anterior wall of the gall- 
bladder. 


Figure 13. The right hepatic artery 
overrides the hepatic duct. The 
cystic artery originates from the 
common hepatic artery overriding 
the common duct and enters the 


right side of the gallbladder. 
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Figure 8. Two cystic arteries arise 
from the common hepatic artery, 
one artery entering the anterior 
wall and the other the posterior 
wall of the gallbladder. 
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Figure 14. The cystic artery origt- 
nates from the common hepatic ar- 
tery, goes under the common duct 
to enter the right side of the gail- 
bladder. 


Figure 9. Cystic artery arising 
from the right hepatic artery to 
the left of the hepatic duct to enter 
the anterior wall of the gallblad- 
der. 


Figure 15. The cystic artery origt- 
nates from the common hepatic ar- 
tery, overrides the common duct to 
enter the right side of the gall- 
bladder. 
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Figure 16. The right hepatic artery Figure 17. A short cystic artery Figure 18. Two cystic arteries arise 
overrides the hepatic duct. A short arises near the liver. in the triangle of Chalot, both en- 
cystic artery arises near the liver. tering the anterior wall of the 
gallbladder. 


1. Awareness of anomalous blood vessels. 


2. Good lighting. 

3, Adequate exposure of the operative field. Ina series of over 200 consecutive cholecystectomies, 

4. Avoidance of unnecessary traction on the gall- — we have found the so-called normal anatomy of the 
bladder. cystic and hepatic artery, as illustrated in most ana- 

5. Careful dissection, exposure and identification of the _ tomic charts, to be present in only 32 per cent of our 
cystic, hepatic and common ducts, cystic artery or arteries _ cases. In the remaining cases there were deviations. 
and the right hepatic artery or arteries. Careful dissection and identification of the cystic, 

6. Careful individual ligation of the cystic artery or —_ hepatic and common ducts, cystic and right hepatic 
arteries. artery or arteries are of extreme importance to avoid 

7. Individual ligation of the cystic duct. injury to the extrahepatic ducts and vessels. 


Artery Fat A New surcicaL PRoceDuRE involving the reaming of sclerotic arteries has been devised and 
tested on two victims of arteriosclerosis. 

Removed Dr. Charles P. Bailey of Hahnemann Medical College, Philadelphia, and Dr. Angelo May 
of Mt. Zion Hospital, San Francisco, made the report November 11 to the American Society 
for Study of Arteriosclerosis in Chicago. 

The doctors said that a thin, hollow curette, one-sixteenth of an inch in diameter and 
one foot long, had been introduced into the clogged artery of each, patient from below the 
point of clogging. Some blood flows through the metal tube as it travels upward. As the 
flow increases, it indicates that the penetration of the tube has passed the point of narrowing 
in the artery. 

The tube, with a nick on one side, is drawn back through the narrowed point of the vessel 
and twisted so that the nick acts as a cutting edge, scraping the artery wall free of fatty ob- 
struction. The freed substance is carried back through the tube and safely out of the body. 

Up to 90 per cent of heart attacks, Dr. Bailey said, occur through plugging in the area of 
the first two or three inches of the main coronary artery. 
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Long-Term | 
Anticoagulant Therapy 


WILLIAM F. PUTNAM, M.D. 
Lyme, New Hampshire 


Now Tuar the use of anticoagulants has been firmly 
established, two questions are becoming more insistent. 
One of these relates to the practicability of using anti- 
coagulants in the home or with ambulatory patients, 
and the other to the long-term prophylactic use of 
these agents. 

This is a report of administering Dicumarol (bishy- 
droxycoumarin) to 23 patients, not hospitalized, for 
periods of time ranging up to nine years, and it is in- 
tended to show the practicability of such treatment in 
rural general practice. It should be immediately ap- 
parent that this small series does not permit drawing 
statistically valid conclusions as to the effectiveness 
and safety of anticoagulant therapy; this has been 
amply discussed in a number of reports by other 
authors. My purpose is to show that the conditions 
necessary for safe and effective anticoagulant therapy 
can be met in rural practice and that this can be done 
for relatively long periods of time. 

My own use of anticoagulants has been intentionally 
limited to Dicumarol, partly because most of the early 
work was with this drug, partly because it is inexpen- 
sive, and mostly because it seems wise to become as 
familiar as possible with one anticoagulant drug. There 
is, of course, a growing list of anticoagulants, and each 
of these drugs has its advantages and disadvantages. 

Early experiences with anticoagulant therapy led to 
the large-scale cooperative investigation under the 
auspices of the American Heart Association in 1948. 
At the conclusion of that study it was stated that all 
cases of myocardial infarction should have anticoagu- 
lont therapy, provided that: (1) there are no contra- 
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With the accumulation of data in the medical 
literature tending to show the value and safety 

of anticoagulant therapy in myocardial infarction, 
cerebral thrombosis, and other conditions subject 
to thromboembolic complications, it is suggested 
that the time is at hand when more serious 
consideration should be given to the use of this 
therapy for prolonged periods, and for patients 
who do not require hospitalization. If further 
studies confirm the prevailing impressions, 

the time may soon arrive when it will be difficult 
to justify restricting the benefits of anticoagulant 
therapy to those who are hospitalized or who can 
be intensively studied only for short periods of time. 


indications, including factors pertaining to external 
circumstances; (2) the doctor is familiar with the drug 
and willing to take the necessary precautions; and 
(3) adequate laboratory facilities are’ available. These 
basic principles remain unchallenged though differ- 
ences of opinion arise in such matters as the selection 
of cases and the choice of drugs. 

Rather early in the clinical investigation of anti- 
coagulants, it became apparent that however much 
good might be done by their short-term use, there was 
a large field of potential usefulness in their long-term 
administration, and it was tempting to envision a re- 
duction in thromboembolic disease through this 
means. In 1946 one writer said these drugs “can be 
used if desired for an indefinite period,” but this had 
been done, apparently, in only a few cases. In 1948 
the suggestion was made more definitely by Wright, 
and in 1949 he reported a series of 19 patients who had 
been on long-term anticoagulation with no untoward 
results so long as the stipulated requirements were met. 
By 1952 the series had grown to several hundred and 
at that time it was being taken for granted that long- 
term therapy should be considered seriously in such 
conditions as rheumatic heart disease with fibrillation 
and repeated pulmonary embolization. In the mean- 
time, a series of 78 patients on long-term therapy had 
been reported, with a 35 per cent incidence of hemor- 
rhagic complications, two of them fatal. Most writers 
were implying that the difficulties of this therapy, ex- 
cept for short periods in hospitals, were more or less 
insuperable. As recently as 1953, one of the more en- 
thusiastic reports of long-term use concludes with the 
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statement, “The treatment, however, cannot be ad- 
vised in general practice.” 


Methods 


My own series started with a patient who had a myo- 
cardial infarction in 1933 at the age of 45, a second 
one in 1939 and a third in 1942. From that time on, 
he had many anginal attacks, but no further evidence 
of myocardial damage. At about that time a diagnosis 
of polycythemia vera was made. This has been con- 
trolled ever since by periodic blood-lettings (usually 
at intervals of about four to six months). In 1943 he 
had the first of a series of transitory cerebral vascular 
accidents. The next occurred in January, 1946. Then 
in April, 1947, he had a fairly severe cerebral vascular 
accident with hemiplegia. There was an initial period 
of coma lasting several hours, followed by stupor and 
confusion which did not clear up for several days. At 
the end of three days, reflexes had returned to normal, 
and moderate dysphasia was the only persisting symp- 
tom. Early in January, 1948, another episode of central 
nervous system symptoms, including dysphasia, reflex 
changes and paresthesia, occurred and persisted for 
several days. 

At that time Dicumarol was just beginning to come 
into general use for short periods and for a limited list 
of indications. No reports had appeared in the litera- 
ture of its use in cerebral thrombosis. The suggestion 
that it might be desirable to use this therapy on a long- 
term basis had been made in a few published papers, 
but Wright’s first report of actually carrying this out 
did not appear in print until the following year. 

The patient appeared to be an ideal case for long- 
term administration. He was a very intelligent, scien- 
tifically trained person who was keenly interested in 
the subject, willing to try the experiment, and entirely 
dependable. With some trepidation he was started on 
Dicumarol on January 11, 1948, and the drug has been 
continued to the present time (September, 1957). At 
first frequent (almost daily) prothrombin determina- 
tions were made, but it soon became apparent that this 
patient was easily controlled. An average daily dose of 
37.5 milligrams was soon found to be the amount 
needed to maintain his prothrombin percentage within 
the accepted “therapeutic range”’ of 10 to 30 per cent, 
and throughout the entire period of nine years since 
then it has only occasionally been necessary to 
deviate from this dosage. After the initial period of 
adjustment, biweekly determinations of the prothrom- 
bin level have usually been adequate to provide satis- 
factory control. There have been no’ more thrombo- 
embolic episodes of any kind. There has been a marked 
decrease in angina. In general, he has felt well and has 
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been able to lead a normal life with only moderat« 
restrictions. There have been a few episodes of ex- 
tremely trivial bleeding, mostly nosebleeds consistin, 
of a slight staining of a handkerchief, none of whic; 
has appeared to call for any treatment or alteration i): 
the program. 

Including this first case, I have given Dicumarol t:: 
a total of 23 patients. Eleven of these can be classed as 
“long-term,” administration of the drug having bee: 
continued for more than six weeks. The others have 
varied from six weeks down to one week. Of these 
cases, 19 were instances of myocardial infarctions, two 
of which also had cerebral thrombosis. One was cere- 
bral thrombosis alone, one was pulmonary embolism. 
and two were diagnosed erroneously as myocardial! 
infarction, the correct diagnoses being dissecting aneu- 
rysm and pericarditis. 

The problems involved in the use of anticoagulants 
are many. Reference will be made primarily to those 
that are more or less peculiar to long-term nonhospital 
use. These include such considerations as the willing- 
ness of both doctor and patient to undertake the ex- 
acting continuing responsibility of carrying out a pro- 
gram that requires almost constant attention; the 
mechanics of obtaining blood for prothrombin tests, 
charting results, estimating proper dosage schedules; 
and close following of each case (mostly by telephone) 
with constant alertness to identify symptoms that might 
suggest hypoprothrombinemia or other complications. 

It must be clearly understood that the sine qua non 
of anticoagulant therapy is a reliable laboratory. When 
treating patients not in a hospital this involves some 
means of getting blood promptly to the laboratory at 
whatever intervals are required in each case. While it 
is seldom necessary to have daily prothrombin levels 
in order properly to administer Dicumarol—as has 
often been claimed—it is always necessary to have tests 
either daily or nearly that often at the beginning of 
therapy, and the intervals can be lengthened only as 
the individual patient’s pattern of Dicumarol effect 
becomes manifest. If a patient is not relatively easy to 
stabilize, long-term therapy may be entirely imprac- 
ticable. Even the most stable patients, including the 
first patient described above, occasionally shift for no 
apparent reason, making it mandatory in all cases never 
to exceed a two-week interval between tests. 

When a patient is acutely ill and requires daily 
visits, it has seldom been difficult to arrange visits at a 
time of day when blood could be drawn and sent to 
the laboratory. When the patient becomes ambulatory, 
he can go to the laboratory himself, or can come to my 
office at a time when it is convenient for me to get the 
blood to the laboratory. In all cases the report is tele- 
phoned to me, whereupon I set up the dosage schedule 
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from that day until the time set for the next test. All 
patients are meticulously instructed that each dose of 
Dicumarol is specifically and individually prescribed, 
and under no circumstances is a patient to take any 
Dicumarol dose without a specific order for that par- 
ticular dose. 

Should “bedside” methods of determining prothrom- 
bin time prove to be reliable, dependence on a labora- 
tory may become less essential. However, until much 
more evidence accumulates, confidence should be 
placed only in well-established methods, which at best 
are none too good. 


Results 


Of the 23 patients, four are still under treatment 
with Dicumarol; two died while taking the drug; and 
the remainder discontinued it. The reasons for stop- 
ping it varied, and will be analyzed briefly, since this 
sheds some light on the problems involved in this pro- 
gram. In two of the earliest cases long-term therapy 
was simply not considered. In two cases of diagnostic 
error, naturally the drug was discontinued as soon as 
it became apparent that it was not indicated. Inciden- 
tally, by good fortune one patient with dissecting aneu- 
rysm never achieved the “desired” prolongation of 
prothrombin time, so no harm was done. Two moved 
away, making further supervision impossible. In four 
cases, the patient lived at such a distance as to make 
continuing the program impracticable. Another four 
patients didn’t want the trouble or expense. One was 
stopped because of metastatic carcinoma, making the 
maintenance of therapy somewhat pointless. This left 
only two who were stopped because of hemorrhagic 
complications, and in both of these cases, this was 
minor in nature. In one, hemorrhagic periarthritis de- 
veloped, and in the other there was hypothrombinemia 
by laboratory test, and a variety of puzzling symptoms, 
but no overt hemorrhagic phenomena. 

To summarize, there were only two cases in which 
the drug was discontinued because of factors inherent 
in the nature of the therapy. In all of the others it was 
stopped because of some external factor pertaining to 
convenience, geography or expense, or, in three cases, 
because the drug did not seem indicated, or was con- 
traindicated. 

This summary oversimplifies the situation, since ac- 
tually there were multiple factors in many cases. Some 
patients who had a lukewarm interest might have been 
urged to continue had it not been for the fact that they 
happened to be relatively hard to stabilize. One who 
was highly uncooperative also happened to have an 
‘musually labile prothrombin time. Some of those who 
“ere uninterested were in the class of minor coronary 
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attacks which some authorities at the present time 
advocate treating without anticoagulants. (However, 
there is good support for the position that one cannot 
tell which “minor” attacks are going to develop into 
more serious ones, with disastrous thromboembolic 
complications.) 

Of the two patients who died while taking the drug, 
one died 14 days after the onset of severe myocardial 
infarction, complicated by congestive heart failure. 
The other died six years after the first of his three 
myocardial infarctions and 15 months after the institu- 
tion of Dicumarol therapy, of coronary occlusion— 
autopsy showing extremely severe coronary arterio- 
sclerosis, and extensive myocardial fibrosis and aneu- 
rysmal dilation of the ventricular wall. It is of course 
unconfirmable speculation, but one is tempted to 
believe that the 15 months of relatively comfortable 
and active life that this patient had following the institu- 
tion of Dicumarol at the time of his third infarction 
might not have been possible without the administra- 
tion of the drug. 

Five of the patients have died since discontinuing 
the drug. One was the patient who had dissecting 
aneurysm, which terminated fatally some years after 
the episode for which he was given Dicumarol. One 
died of carcinoma, one of cerebral thrombosis and 
two of coronary disease. It is interesting again to specu- 
late that in three out of these five, the deaths con- 
ceivably might have been prevented or postponed had 
the drug been continued. 

The four who are still on the drug, having been on 
it for periods from two months to nine years, are all 
doing well, have been maintained with a prothrombin 
percentage between 10 and 30 with relatively little 
variation and difficulty, and have had no thrombo- 
embolic complications since starting the drug, and no 
significant hemorrhagic complications. 

This paper would not be complete without reference 
to patients who were not treated with anticoagulants 
during the period under discussion. No attempt will 
be made to evaluate comparative results, but only to 
note factors that entered into the decision not to use 
this therapy in some cases of coronary occlusion. In 
some instances, death came so early in the course of 
the illness that there was hardly time to consider such 
treatment. In several cases, the attack was mild, the 
diagnosis equivocal and confusing, and by the time a 
definitive diagnosis was made, the height of the illness 
was already over. In some of these same cases there 
were unfavorable geographic or other factors as well; 
and in some geography alone was the determining 
factor. In most of the remaining cases, the patient was 
uncoopcrative, or not sufficiently intelligent and un- 
derstanding, or lacked interest. It is clear that there 
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will always be cases in which it is impracticable to give 
anticoagulants on a long-term basis, if at all. 


Summary 


The status of anticoagulant therapy is in a state of 
transition at this time. Having been in common use 
for only about a decade, it has now become accepted 
therapy for certain types of thromboembolic disease, 
such as severe myocardial infarction, thrombophlebitis 
and rheumatic heart disease with multiple emboliza- 
tion. It has only begun to be seriously considered for 
cerebral thrombosis, and reports in the literature of its 
long-term administration remain as of this time rela- 
tively few in number. 


It is generally agreed that certain conditions are 
absolutely indispensable to proper and safe anticoagu- 
lant therapy. These include (1) accurate diagnosis of 
a condition in which thromboembolism constitutes « 
real hazard; (2) intelligence and willingness to cooper- 
ate on the part of the patient; (3) thorough familiarity 
with the procedures and willingness to take the neces- 
sary trouble to carry them out, on the part of the 
doctor; and (4) availability of a reliable laboratory. 
Experience with this therapy in the 23 nonhospitalized 
patients reported here illustrates its practicability in 
rural general practice. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Federal Expenditures in Research 


velopment program (Figure 1). 


become a proportionately smaller part of the total. 


In A REPORT by Consolazio and Jeffrey, in Science for July 
26, 1957, federal expenditures for research and develop- 
ment were analyzed. In fiscal year 1955, $206 million was 
spent in the life sciences category. That amount seems large 
until it is compared to the total of the research and de- 


Forty per cent of the life sciences component, or $82.5 
million, was earmarked for grant and contract activities. 
This represented a 28 per cent increase over 1954. Figure 2 
shows four broad divisions of grant and contract expendi- 
tures during 1952, 1954, and 1955. Although dollar ex- 
penditures have risen in all four divisions, it is disquieting e- 
to some that the amount available for basic research has 


Applied medical science 


$46.6 million $64.5 million $82.5 million 


Figure 2. Grant and contract expenditures in four 
categories of the life sciences. 
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BASIC SCIENCE REVIEW 


Air and Blood Oxygen 


JOHN C. ROSE, M.D. 
Associate Editor, GP 


MANY OF THE NUMBERS that we learn in medicine are 
meaningless in themselves. (For example, if the nor- 
mal WBC count were 500 or 50,000 instead of about 
7,500 per cubic mm., it would not alter our knowledge 
of the function of leukocytes.) The purpose of this re- 
view is to recall some numbers in an area of physiology 
where they are of considerable significance in them- 
selves. How atmospheric oxygen enters the blood, and 
combines with hemoglobin is understood through an 
appreciation of certain simple physical principles and 
numerical relationships. 


Partial Pressures 


In a mixture of gases, the pressure exerted by each 
gas is the same that it would exert if no other gases 
were present (Dalton’s law). The atmospheric pressure 
is about 760 mm. Hg. Air is a mixture chiefly of nitro- 
gen (about 79 per cent), oxygen (near 21 per cent) and 
carbon dioxide (.05 per cent). Thus, according to 
Dalton’s law, the partial pressures of these gases are 
about 600 (.79 X 760), 159 (.21 X 760) and 0.4 (.05 X 760) 
mm. Hg respectively. (Partial pressure, or “tension” 
is expressed as pNo, and pCOs.) 

In the alveoli of the lung, air is saturated with water 
vapor. In addition, carbon dioxide is present in much 
higher concentration. Since the total barometric pres- 
sure is still 760 mm. Hg, the partial pressures of oxy- 
gen and nitrogen are reduced. In the alveoli, pO: 
equals about 100 mm. Hg and pCO: equals about 40 
mm. Hg. 


Diffusion 


Diffusion of gases is the equalization of their concen- 
trations—either throughout a mixture, or across a 
membrane permeable to these gases, such as the pul- 
monary capillary-alveolar membrane. The direction 
aud magnitude of gas exchange across the membrane 
depends on the partial pressures exerted by the gases 
on either side of the membrane. 


GP December 1957 


Venous blood (plasma) has a partial pressure of 
oxygen (pO2) of about 40 mm. Hg. Since the normal 
alveolar pO; is 100 mm. Hg, there is a rapid and con- 
stant diffusion of oxygen into the plasma. The venous 
pCO; is about 46 mm. Hg. Alveolar pCQ, is 40 mm. 
Hg, so carbon dioxide diffuses from plasma to alveolar 
air to equalize its concentration. (Because of solubility 
and density characteristics, the diffusion rate of carbon 
dioxide is much greater than that of oxygen. This is 
why the pressure gradient across the pulmonary mem- 
brane need not be so high for carbon dioxide as it is 
for oxygen.) 

After passing through the lung capillaries, plasma 
contains oxygen and carbon dioxide under partial 
pressures that are almost the same as their partial 
pressures in the alveoli. 


Gases in Solution 


Oxygen and carbon dioxide are “dissolved” in 
plasma. The “solubility”’ of carbon dioxide is much 
greater than is the solubility of oxygen. At their re- 
spective normal partial pressures in arterial blood, 100 
ml. of plasma contains 0.3 ml. of oxygen and about 2.5 


ml. of 
The amount of dissolved oxygen is directly propor- 
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Figure 1. The oxygen hemoglobin dissociation curve. The position of 
this curve is altered by changes in temperature of the blood, pCO» 
or pH. (Taken from the data of Dill, in Tue Lune, by Comroe et 
al.) 
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tional to its partial pressure. Comroe points out that if 
the arterial pO. were 2,000 mm. Hg, the dissolved 
oxygen would be 6 ml. per 100 ml. blood. Only then 
would the dissolved oxygen approach the needs of the 
body for oxygen. Thus, the oxygen in “simple solu- 
tion” is really negligible in amount—but, nevertheless, 
extremely important in determining the quantity of 
oxygen that is to be held in combination with hemo- 
globin. 


Hemoglobin and its Dissociation Curve 


Plasma oxygen instantly combines chemically with 
the iron of the hemoglobin molecule. When it has so 
combined, it then ceases to exert any pressure. Each 
gram of hemoglobin is capable of combining with 1.34 
ml. of oxygen. When there are 15 Gm. of hemoglobin 
per 100 ml. of blood, 100 per cent arterial oxygen 
saturation will be represented by 15 X1.34 or 20.1 ml. 
of oxygen per 100 ml. of biood. 

(Normally, of course, arterial blood is about 95 per 
cent saturated with oxygen. It has an oxygen content of 
19 to 20 volumes per cent, or 19 to 20 ml. of oxygen 
per 100 ml. of blood. When a blood sample is exposed 
to a high oxygen atmosphere and completely saturated, 
its oxygen capacity is determined—again in volumes per 
cent. Oxygen capacity divided by 1.34 equals blood 
hemoglobin level.) 

The oxygen in simple solution—‘‘dissolved” in 
plasma—is in equilibrium with alveolar air. And the 
amount of oxygen that will combine with hemoglobin 
will depend on the partial pressure of this dissolved 
oxygen. This relationship is shown here on page 83 in 
the familiar oxygen hemoglobin dissociation curve 
(Figure 1). 

This S-shaped curve has great physiologic signifi- 
cance. The flat upper part of the curve signifies that 
little reduction in arterial oxygen saturation occurs 
until arterial pOz falls to nearly half its normal value. 
Recalling the equilibrium existing between alveolar 
and arterial pOs, wide variations in alveolar pOs, due 
perhaps to ventilatory changes, produce minimal 
changes in the oxygen content of the blood. (Further, 
at the low pO: found in the tissues, a rapid release of 
oxygen from hemoglobin into the plasma and then into 
the tissues is favored.) 

This brief review has not even considered the vital 
roles played by ventilation and pulmonary blood flow 
in gas exchange. Mechanisms of the passage of air 
oxygen to blood oxygen are treated completely inde- 
pendently of pulmonary function. These mechanisms 
have been chosen as examples of the application of 
simple arithmetical relationships to an understanding 
of physiology. 


84 


Malaria Sti!l a World Problem 


Although malaria has been almost entirely eradicated 
from some parts of the world, including the United 
States, the disease is still one of mankind’s foremost 
health problems. For example, in 1955, it is esti- 
mated that: 


The number of cases of 
clinical malaria was in ex- 
cess of the population of 
the United States. 


a 200,000,000 (cases of malaria) 
165,271 000 (U. S. population, 1955) 
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Accessory Lobes of the Lung 


SOL KATZ, M.D. 
Associate Editor, GP 


ABSENT or incompletely developed interlobar fissures 
are commonly noted by thoracic surgeons. Although 
less frequent, additional fissures are sometimes seen 
between normal segments, forming accessory lobes of 
the lung. The lingula or inferior division of the left 
upper lobe is the homologue of the right middle lobe 
and may be separated from the remainder of the left 
upper lobe by an incomplete fissure, thereby forming 
a left middle lobe. At times, a fissure divides the 
superior segment of the lower lobe from the rest of the 
lobe, forming a posterior accessory lobe. It is more 
commonly observed on the right side. These anomalies 
of lobulation, although anatomically present, are in- 
frequently observed on chest roentgenograms. 

More often noted roentgenographically and a poten- 
tial source of confusion in interpretation are the in- 
ferior accessory and azygos lobes. The former occurs 
when a fissure separates the medial basal segment from 
the rest of the right lower lobe. Normally, this segment 
is wedge-shaped and interposed between the heart and 
diaphragm. Hence, it has been ‘called by some the 
cardiac or infracardiac segment. Its base rests on the 
diaphragm and the apex extends to the root of the lung. 
The medial surface forms the mediastinal portion of the 
lung below the lung root. Partial or complete separation 
of this segment into a “cardiac” or inferior accessory 
lobe occurs in 35 to 45 per cent of normal persons 
(Figure 1). 

An inferior accessory lobe is more rarely seen on the 
left side because the medial segment on this side is 
usually incorporated into the anterior basal segment. 
Occasionally, it may be separated as a lobe but its 
fissure is often difficult to see because of the overlying 
heart shadow. 

In about 0.5 to 1 per cent of normal individuals, an 
anomalous position of the azygos vein separates a part 
of the right upper lobe from the rest of this lobe, 
forming the lobe of the azygos vein or, as it is more 
commonly called, the azygos lobe. Normally in its de- 
velopment, the azygos vein lies outside the parietal 
pleura and extends over the apex of the right lung. As 
the lung grows upward, the azygos vein glides to the 
medial side of the right upper lobe and crosses the 
root of the lung to join the superior vena cava just 
before it enters the right atrium. Thus, the normal 
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Figure 1. Inferior accessory lobe. The septum forming the lateral 
margin of the lobe is seen in 10 per cent of routine chest films. It 


appears as a fine line extending obliquely from the medial portion 
of the right side of the diaphragm upward to the root of the lung. 


Figure 2. The fissure of the azygos lobe appears as a curved line ex- 
tending from the right apex toward the hilum. At the lower end, 
there is a broader density representing the abnormally situated 
azygos vein seen “‘end-on.”’ 


azygos vein lies entirely within the mediastinum. If the 
azygos vein maintains its embryonal position over the 
apex of the right lung, it indents the apex as the lung 
grows upward. Further growth of the lung causes a 
deep fissure in it as the azygos vein invaginates the 
parietal and visceral pleura. The septum or fissure of 
the azygos lobe therefore consists of a double inner 
fold of parietal pleura and an outer double fold of 
visceral pleura. At the bottom of the septum lies the 
azygos vein imbedded in the lung (Figure 2). 

The azygos vein may compress the bronchus to the 
azygos lobe causing atelectasis. Consolidation or 
atelectasis of the azygos lobe may be confused with a 
mediastinal tumor. Differentiation should be apparent 
if its roentgen features are carefully noted. As with 
all other accessory lobes, pleural involvement may 
thicken the fissure and render it more obvious. 
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Washington, D.C. 


Several years ago the Obstetrical Department of the 
District of Columbia General Hospital invited us to 
participate in their Toxemia Clinic. From the inter- 
nist’s standpoint, it soon became apparent that the 
diagnosis “toxemia” served as a wastebasket for a 
variety of syndromes characterized by edema or hyper- 
tension or albuminuria. Although these findings are 
certainly consistent with toxemia, they are not diag- 
nostic. Experience has taught that in addition to 
toxemia, these findings in a pregnant patient may repre- 
sent simple edema, hypertensive vascular disease, 
pyelonephritis, or a combination of these. It follows 
then, that accurate diagnosis is the first prerequisite 
for proper therapy. In this regard we have found the 
classification in Table I useful. 


Edema in a pregnant patient may be dependent 
(confined only to the feet and ankles) or generalized 
(Table 2). Edema of the ankles is one of the most com- 
mon problems the physician faces. It is present in 75 
per cent of pregnant women in the last trimester, and 
is greatly aggravated by standing, hot weather, anemia 
and varicose veins. It is related in large part to venous 
compression by the uterus. The arterial pressure is 
normal and albuminuria is not found in these patients. 

From an internist’s viewpoint this is not toxemia, 
nor does it represent a pretoxemic state. The only in- 
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With a little thought, patients suspected of having “toxemia 
of pregnancy” can be properly classified and treated. When 
this is done, comparatively few have true “toxemia.” In any 
event, such classification affords a rational approach to therapy 
that has for its objectives a healthy mother and a live fetus. 


Therapy of Hypertensive States 
in Pregnancy 
from the Internist’s Standpoint 


FRANK A. FINNERTY JR., M.D. 
AND JOACHIM H. BUCHHOLZ, M.D. 


Georgetown University School of Medicine 


dication for therapy would be when there is discom- 
fort from edema. In this regard, acetazoleamide (Dia- 
mox), 500 mg., or chlorothiazide (Diuril), 1,000 mg., 
every fourth day is of great benefit. Elevation of the 
feet is advised. When varicose veins are present, 
elastic stockings are useful. 

Edema of face, hands and feet may be the only 
abnormality in a pregnant patient. The blood pressure 
is normal and albuminuria is not present. Dieckmann 
has classified these patients ‘“pseudo-preeclampsia.” 
Our experience is in accord with ‘Weiss and Dexter 
who found that 6 to 8 per cent of these patients de- 
velop toxemia. 

The mechanism of this disturbance is not known. 
Again, it is important to distinguish this syndrome from 
toxemia, for there is no urgency in therapy. However, 
since some of these patients do develop toxemia, active 
diuretic therapy is indicated. In addition to 500 mg. of 
acetazoleamide or 1,000 mg. of chlorothiazide every 
fourth day or every other day, a 200-mg. sodium diet 
is given. Preliminary experience suggests that daily 
administration of 1,000 mg. of chlorothiazide may be 
as effective as a 500-mg. sodium diet. No other therapy 
is necessary unless toxemia supervenes. 


Elevated Blood Pressure Reading 


The finding of an elevated blood pressure by itself 
(i.e., without abnormalities of fundi, heart or kidneys) 
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should have no more significance than if the patient 
were not pregnant (Table 3). It does not make the 
diagnosis of toxemia, nor does it necessitate hospitaliza- 
tion. These hypertensive patients with normal fundi 
differ in no way from the large number of nonpregnant, 
hypertensive patients seen in routine practice. The 
symptoms, if any, are related to anxiety and not to the 
arterial pressure. It might be better, therefore, to call 
this state “a high blood pressure reading,” rather than 
hypertensive vascular disease. As with the nonpreg- 
nant patient, there is no relation between the severity 
of the disease and the blood pressure reading. 

These patients respond well to oral Rauwolfia ther- 
apy (alseroxylon fraction of Rauwolfia [Rauwiloid]), 4 
mg. at bedtime, or to reserpine (Serpasil), 0.25 mg. at 
bedtime, and their pregnancy is not affected by the 
high blood pressure reading. 


High Blood Pressure Reading with Abnormal Fundi 
(Hypertensive Vascular Disease) 


The finding of retinal hypertensive changes (bright- 
ened arterial reflex stripe and arteriovenous compres- 
sion) in a pregnant patient with an elevated arterial 
pressure is reassuring to the physician (Table 4). 
These patients are not toxemic; they are patients with 
hypertensive vascular disease who happen to be preg- 
nant. The indications for antihypertensive therapy 
should be the same as if the patient were not pregnant. 
A single elevated blood pressure reading or even sev- 
eral elevated blood pressure readings are not indica- 
tions for antihypertensive therapy or immediate 
hospitalization, nor do they indicate toxemia of preg- 
nancy. 


OUTPATIENT THERAPY OF PATIENTS WITH HYPERTENSIVE 
VASCULAR DISEASE 


As with the nonpregnant hypertensive patient, 
Rauwolfia is the best “symptom reliever” for mild cases 
and, in the more severe cases, is excellent background 
therapy. However, although Rauwolfia frequently re- 
lieves headache and reduces anxiety, it is only a mild 
antihypertensive drug and in no way alters the vas- 
cular changes. Alseroxylon fraction of Rauwolfia, 4 
ing. at bedtime, or reserpine, 0.25 mg., are representa- 
tive Rauwolfia compounds. 

If a hypotensive effect is not noted in two weeks or 
if the disease is more than mild when the patient is 
lirst seen, hydralazine (Apresoline) is added, begin- 
ning in doses of 10 mg. four times a day and gradually 
increasing to doses of 200 mg. a day. Larger doses are 
never indicated in the pregnant patient since the ther- 
apeutic effect is seldom, if ever, increased, and toxic 
reactions are frequent. In this connection, premedi- 
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«CLASSIFICATION OF PATIENTS 4 
«BECAUSE OF SUSPICION 
«OF “TOXEMIA” OF PREGNANCY 
Edema 
Local 
General 
Elevated blood pressure reading (normal fundi) 
Elevated blood pressure reading (abnormal fundi) 
Hypertension plus edema 
Pyelonephritis masquerading as toxemia 
Pure toxemia 
Hypertensive vascular disease plus toxemia Rs 
Table 1. 


FEATURES OF EDEMA 


1. Present in 75 per cent of patients. 
2. Blood pressure normal, no albumin. 
3. Not related to toxemia at all. 
4. Treatment 

a. Acetazoleamide 


b. Chlorothiazide we 


General 
1. Hands, face, feet involved. 
2. Blood pressure normal, no albumin. 
3. Toxemia in 6 to 8 per cent of patients. 


4. Treatment: 
Chlorothiazide, 1,000 mg. daily. 


Table 2. 


ELEVATED BLOOD PRESSURE READING 


1. Elevated arterial pressure only abnormality 
present; fundi normal; no edema, no albumi- 
nuria. 

2. Not hypertensive vascular disease; not toxemia. 

3. Therapy presents no problem—Rauwolfia. 


Table 3. 
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Local 


HYPERTENSIVE VASCULAR DISEASE 


History: blood pressure up before pregnancy. 
» Vascular changes in fundi; no retinal sheen. 
. Not toxemia. 
, Indications for therapy same as if not pregnant, 


i€,, vascular damage, cerebral, cardiac, renal 
impairment, rising diastolic pressure. 

- Blood pressure need not be reduced to less than 
140/90 mm. Hg. 


HYPERTENSION + EDEMA 


1. Though two of three criteria of toxemia present, 


toxemia not present here. 
2. Treatment 
a. Acetacoleamide or chlorothiazide. 
b. Antihypertensive therapy as in nonpregnant 
patients. 


Table 5. 


cation with Rauwolfia reduces the side effects appreci- 
ably. If the blood pressure is not reduced by hydrala- 
zine in doses of 200 mg. a day, the drug should be 
discontinued and hospitalization advised. 

Since parenteral Veratrum therapy has been shown 
to be effective in the late toxemias of pregnancy, it 
would seem reasonable to use oral Veratrum in the 
hypertensive pregnant patient on an outpatient basis. 
However, there are two objections to the use of oral 
Veratrum in this group of patients. First, these pa- 
tients are extremely resistant to the drug and require 
large doses, thus making toxic reactions frequent. 
Second, if the toxic or hypertensive state should in- 
crease in severity at a later date, necessitating more 
drastic therapy, parenteral Veratrum would exert no 
antihypertensive effect, for the patient would have 
become refractory. For these reasons, oral Veratrum is 
not used in the outpatient care. 


Hypertension Plus Edema 


The pregnant hypertensive patient (with normal or 
abnormal fundi) may develop edema, which may be 
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dependent or generalized, without having toxemia 
(Table 5). Though two of the three criteria of toxemia 
are present here, true toxemia does not exist. From 
a practical standpoint, this is important to recognize, 
for with antihypertensive and diuretic therapy, these 
patients usually do well, and no harm is done to the 
fetus. 

The therapy of this group of patients includes (1) 
acetazoleamide or chlorothiazide twice a week or every 
other day, depending on the severity of the edema; (2) 
alseroxylon fraction of Rauwolfia, 4 mg. at bedtime, or 
reserpine, 0.25 mg. at bedtime. Hydralazine may be 
added if the blood pressure is not favorably influenced 
within two weeks. 


Pyelonephritis Masquerading as Toxemia of 
Pregnancy 


In the past two years, 74 of 1,130 patients referred to 
the Toxemia Clinic have been found to have had pye- 
lonephritis, proved by microscopic urinalysis and urine 
culture (Table 6). None of these patients had any 
genitourinary complaints, fever or tenderness at the 
costovertebral angle. The diagnosis was made solely 
by microscopic urinalysis and urine culture. Without 
a microscopic urinalysis these patients would probably 
have been diagnosed as “renal type of toxemia,” and 
the chronic infection would have been permitted to 
continue. 


Toxemia 


True toxemia is characterized by a rising diastolic 
pressure, edema (particularly of the periorbital area), 
albuminuria (without clumps of white blood cells) and 
frequently a generalized retinal sheen—a wet, glisten- 
ing appearance of the entire retina (Table 7). When 
albuminuria is present, a microscopic urinalysis is 
mandatory to rule out pyelonephritis. 

In presenting these diagnostic criteria, it should be 
noted that the phrase “‘a rising diastolic pressure”’ is 
employed rather than the specific level of diastolic 
pressure. Although the conventional 140/90 mm. Hg 
may well be the upper limit of normality for the group 
of women 25 to 35 years old, a diastolic pressure of 90 
mm. Hg is abnormal for most women under 20 years 
of age. The average diastolic blood pressure in the 
group under 20 is 60 to 70 mm. Hg at three to four 
months’ gestation, and the pressure remains at this 
level if the pregnancy is uncomplicated. It is apparent, 
therefore, that a rise in diastolic pressure from 60 to 80 
mm. Hg or from 70 to 90 mm. Hg is significant in an 
individual patient and represents an abnormal blood 
pressure elevation. 
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The retinal sheen is not a specific finding for toxemia 
of pregnancy, for it is also frequently seen in acute 
nephritis (which simulates toxemia more closely than 
any other condition) and in the nephrotic phase of 
glomerulonephritis. It is not seen in congestive heart 
failure or in the edematous state due to liver disease. 
The retinae of children and young adults definitely 
have a wet, shiny appearance, but this wetness is always 
limited to the temporal portion of the retina and seldom, 
if ever, crosses over to the nasal portion. If it does cross 
over to the nasal side, it is seen only immediately 
adjacent to the disk. The appearance of the retinal 
sheen of toxemia differs in no way from this normal 
phenomenon except in degree and extent. The normal 
wetness is localized, the abnormal, generalized. 

The real importance of the retinal sheen is that it is 
not seen in hypertensive vascular disease and is fre- 
quently present in true toxemia. Just as papilledema 
is the best sign of malignant hypertension, although 
not restricted to that disorder, so the retinal sheen is 
the best sign of toxemia of pregnancy. The significance 
of this phenomenon is not known. It probably repre- 
sents superficial retinal edema, a consequence of the 
generalized vasospasm of toxemia. As the toxemia in- 
creases in severity, the retinal sheen becomes more ob- 
vious, and as the toxemia subsides, the retinal sheen 
disappears. From a practical standpoint, it is important 
to know that the retinal sheen frequently is present 
two to three weeks before the more obvious signs of 
toxemia—edema, albuminuria or an elevated blood 
pressure. Prompt recognition, therefore, gives the 
physician a headstart in therapy. 


OUTPATIENT THERAPY OF TOXEMIA 


At the first appearance of a retinal sheen or a rising 
diastolic pressure or edema, sodium restriction is ad- 
vised. In addition to restriction of sodium in the diet, 
acetazoleamide, 500 mg. every other day, or chloro- 
thiazide, 1,000 mg. a day, is ordered. If the arterial 
pressure is elevated, Rauwolfia in the form of alserox- 
ylon fraction, 4 mg. at bedtime, or reserpine, 0.25 mg. 
at bedtime, is also begun. 

If prompt relief of symptoms and objective improve- 
ment are not seen, oral hydralazine therapy is added, 
exactly as outlined above for patients with hypertensive 
vascular disease. In severe toxemia oral hydralazine or 
Rauwolfia therapy in small or large doses, in or out of 
the hospital, will be completely ineffective. 


Hypertensive Vascular Disease Plus Superimposed 
Toxemia 

When a pregnant patient has a past history of hyper- 
tension and develops periorbital and ankle edema and 
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albuminuria, it should be suspected that toxemia has 
been superimposed on hypertensive vascular disease. 
Toxemia tends to appear earlier in the hypertensive 
patient. In the nonhypertensive patient, toxemia 
usually develops in the seventh to eighth month of 
gestation, whereas in the hypertensive pregnant pa- 
tient, toxemia frequently develops in the fourth to fifth 
month of gestation. Because of this and because of the 
high incidence of the more severe type of toxemia in 
this group, the management of such patients presents 
a difficult problem, since the life of the fetus is always 
in jeopardy at the midstage of pregnancy. Early 
recognition of the superimposed toxemia is therefore 
essential. 

Since the appearance of the generalized retinal sheen 
frequently precedes the other more obvious signs of 
toxemia (rising blood pressure and edema) by two to 
three weeks, its prompt recognition gives the physi- 
cian an advantage in instituting therapy as mentioned 


PYELONEPHRITIS MASQUERADING 
AS TOXEMIA 


1. Found in 74 of 1,130 “toxemia suspect” patients. 

2. Genitourinary symptoms absent. 

3. Diagnosis made solely by microscopic urinalysis 
and culture. 

4. Findings of albuminuria, with or without edema, 
with or without elevated blood pressure, should 
suggest pyelonephritis and make microscopic 

“urinalysis mandatory. 


5. A treatable type of “toxemia” and a preventable : 
type of hypertension. 
Table 6. 


CHARACTERISTICS OF TOXEMIA 


. Rising diastolic pressure. 

. Edema (periorbital). 

. Albuminuria (without clumps of white blood 
cells). 

4. Frequently generalized retinal sheen (wet 

glistening appearance of the entire retina). 
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Table 7. 


above. Frequent ophthalmoscopic examinations in the 
hypertensive patient are therefore mandatory. 


THERAPY 


Therapy of this group of patients includes sodium 
restriction, acetazoleamide or chlorothiazide, and 
antihypertensive therapy such as Rauwolfia and hy- 
dralazine. If prompt control of the superimposed tox- 
emia cannot be accomplished in a two-week period on 
an outpatient basis, hospitalization of the patient is ad- 
vised. 


INDICATIONS FOR HosPITALIZATION 


It is obvious that a severely toxemic or hypertensive 
pregnant patient should be hospitalized. Difficult de- 


OUTPATIENT TREATMENT OF TOXEMIA 


1. Sodium restriction 
2. Acetazoleamide, 500 mg. every other day, or 
chlorothiazide, 1,000 mg. a day. 
3. Rauwolfia—Rauwiloid 4 mg./day or 
reserpune, 0.25 mg./day. 
4. If no response in blood pressure in two weeks, 


bi hydralazine 

g 5. Ifalbuminuria or retinal sheen is still present in 

e two weeks, even though blood pressure is re- 

z duced, hospitalization is advised. 

Table 8. 

HOSPITAL THERAPY 
Mild Nonconvulsive Group 


1. Few hours bed rest may suffice. 
2. If no respoase—2.5 mg. reserpine repeated 
in 8-12 hours. 
3. If worsening of clinical state and no response 
from above, give 0.5 mg. purified Veratrum 
(Unitensen) intramuscularly. 
i 4. Repeat Veratrum whenever blood pressure is 
Pe above 140/90 mm. Hg. May be as often as 


Fs every hour if necessary. 
‘Ss 5. Acetazoleamide, 500 mg. every other day or 
% chlorothiazide 1,000 mg. daily. 


cisions arise concerning the proper management of the 
patient “with just a little toxemia” who is seen in the 
seventh or eighth month of gestation. How long should 
this patient be allowed to continue as an outpatient? 
When is an injustice being done by hospitalizing this 
patient, and when is an injustice being done by not 
hospitalizing her? 

We concur fully with Chesley and others who have 
convincingly demonstrated that the incidence of vas- 
cular damage following toxemia is proportionate not 
to the severity of the disease, but to the duration of 
the toxemia. Therefore, if diuretic and antihyperten- 
sive therapy do not control the toxemic process in two 
weeks and if the retinal sheen and albuminuria are 
still present, even though the diastolic pressure is 
lower, more definitive hospital therapy is indicated. 
From the long-range standpoint, it would seem that it 
is better to have a “‘lot of toxemia” for a short time than 
a “little toxemia” for a long time. 

It would also seem that once the stage of viability of 
the fetus has been reached, there is no advantage in 
allowing a toxemic pregnancy to continue beyond two 
weeks if uncontrolled by therapy. Since a patient with 
mild toxemia is not clinically sick and presents no im- 
mediate problem, the seriousness of the disease is not 
fully recognized. A conservative course is frequently de- 
cided upon in hopes that the fetus will grow in size, or 
at least mature. In our experience, once toxemia is 
present, the fetus does not grow, and each week the 
toxemic state is’ allowed to continue (even if mani- 
fested by only retinal sheen and a one-plus albuminu- 
ria), the risk of vascular damage to the mother is in- 
creased. 


Hospital Therapy 


Therapeutically, differentiation between toxemia 
and hypertensive vascular disease is not so important 
in the hospitalized patient, since both conditions are 
treated similarly. For practical purposes, the patients 
fall into two groups: the nonconvulsive group and the 
convulsive group. The nonconvulsive group may be di- 
vided further into mild and severe (Table 9). 


THERAPY IN THE Mitp NoncONVULSIVE Group 


Frequently a few hours’ bed rest will lower the ar- 
terial pressure and decrease the edema. If bed rest by 
itself is unsuccessful, 2.5 mg. of reserpine is given 
intramuscularly and repeated every eight to 12 hours 
as necessary. This medication has a tranquilizing influ- 
ence which becomes apparent in 45 minutes and lasts 
ten to 12 hours. An excitable, tense patient commonly 
can be found in a normal sleep. If not spoken to or 
disturbed, she will remain in this state until the effects 
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of the medication have worn off. The mildly hypoten- 
sive effect of the drug is usually not seen for two and 
one-half to three hours, but once seen, the duration 
of the effect lasts for six to eight hours. 

Experience thus far suggests that all the good quali- 
ties of orally administered Rauwolfia in chronic es- 
sential hypertension may be witnessed again when 
the drug is used in acute hypertension. Used alone, 
parenteral reserpine has a mild hypotensive and brady- 
crotic effect. It relieves anxiety and irritability and 
calms the patient so effectively that it deserves to be 
used for this property alone. As a hypotensive agent 
and a tranquilizer, parenteral reserpine (as with the 
oral form) does a better job than the barbiturates, with- 
out any of their unpleasant side effects. Resistance has 
not been noted, and side effects, except for occasional 
drowsiness, have been absent. 

If no hypotensive effect is seen in two hours or if 
worsening of the clinical state should occur, 0.5 mg. 
of purified Veratrum (Unitensen) is given intramuscu- 
larly. The purified Veratrum is mixed with 1 cc. of 1 
per cent procaine solution because of pain at the site 
of injection. The blood pressure and pulse are recorded 
every half hour, and the purified Veratrum is repeated 
whenever the blood pressure is above 140/90 mm. Hg. 
Veratrum may be given as often as every hour if neces- 
sary. If there is no hypotensive effect from 0.5 mg. of 
purified Veratrum at the end of one hour, the dosage 
is increased to 0.6 mg. Observations of the blood pres- 
sure chart and evaluation of the patient will soon in- 
form the physician of the patient’s sensitivity to Vera- 
trum. For example, one may find that 0.5 mg. of puri- 
fied Veratrum will maintain a blood pressure under 
140/90 mm. Hg for three to six hours. Veratrum is 
then repeated at three- to six-hour intervals, as the 
case demands. The amount and the dosage intervals 
vary from patient to patient without correlation with 
the initial height of the blood pressure or the severity 
of the toxemic state. The management of each patient, 
therefore, must be individualized. 

In the true hypertensive patient with a history of 
hypertension antedating pregnancy, a reduction in 
arterial pressure to 140/90 mm. Hg is neither prac- 
tical nor necessary. In this group of patients a level of 
160/110 mm. Hg might be used as an indication for 
additional Veratrum therapy. 

One further point deserves mention. After a hypo- 
tensive response has been obtained with Veratrum, 
i.c., a blood pressure reduction from 160/110 to 130/ 
70 mm. Hg, there is a temptation to repeat the dose at 
this normotensive level in the hope of keeping the 
blood pressure in this range. Experience teaches, how- 
ever, that Veratrum repeated at this level of arterial 
pressure does not prolong the normotensive period, 
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HOSPITAL THERAPY 


Severe Nonconvulsive Group 


1. Hypotensive, diuretic and tranquilizing 
medications used to prepare patient more 
quickly and effectively for induction of labor 
or Cesarean section. 

2. Unitensen, 0.5 mg., +reserpine, 2.5 mg., 
given intramuscularly. 

3. Unitensen repeated as needed to keep blood 
pressure under 140/90 mm. Hg. 

4. Acetazoleamide, 500 mg., or chlorothiazide, 
1,000 mg. 

5. No intravenous fluids. 

6. Once blood pressure stabilized for 8 to 12 
hours, induction of labor or Cesarean section 
if viable fetus present. 


Table 10. 


but only causes nausea and vomiting and undesirable 
hypotension. Veratrum should not be repeated, there- 
fore, until the arterial pressure is at the beginning of 
the upswing. 

Although reserpine does not significantly enhance 
the hypotensive effect of Veratrum, it more than 


doubles the duration of action. The duration of the 


hypotension from the combined use of reserpine and 
Veratrum is in the range of eight to ten hours. This 
prolongation of action permits less Veratrum to be 
used, thus making the drug easier to administer, 
more effective and less toxic. The tranquilizing effect 
of reserpine plus the hypotensive effect of Veratrum 
makes for a particularly effective combination. For 
practical purposes, the premedication of reserpine to 
Veratrum therapy has done away with the nausea 
and vomiting usually accompanying Veratrum. In ad- 
dition, 1,000 mg. of chlorothiazide or 500 mg. of 
acetazoleamide is prescribed daily. 

If the patient is not in labor, or if induction of 
labor or Cesarean section is not planned in the im- 
mediate future, a salt-free diet is ordered. 


THERAPY OF SEVERE NONCONVULSIVE PATIENTS 


In the severely ill patient with acute hypertension 
or toxemia, 2.5 mg. of reserpine and 0.5 mg. of purified 
Veratrum are administered intramuscularly on admis- 
sion. The blood pressure is checked every 15 minutes, 
and additional Veratrum is given as described hereto- 
fore (only when the arterial pressure is on the up- 
swing. Intramuscular reserpine given more frequently 
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than every eight to 12 hours does not increase the 
hypotensive effect but does cause marked drowsiness 
and nasal congestion.) It should be realized, that 
parenterally given Veratrum seldom is effective for 
more than two to three days, for tolerance frequently 
develops. The addition of reserpine to Veratrum is ad- 
vised since with this combination less Veratrum is 
needed to control arterial pressure and heart rate. 

An indwelling catheter is inserted on admission 
since accurate recording of urinary output is essential. 
Unless the patient is vomiting, or dehydration is 
present, intravenous fluids are not given. In this 
regard, the cases of congestive heart failure reported 
as complicating toxemia are actually induced by the 
overloading of the patient with fluids. Just as intra- 
venous fluids are contraindicated in the presence of 
congestive heart failure or in acute nephritis, so also 
they should be contraindicated in cases of severe 
toxemia of pregnancy. This is all the more true if 
there is oliguria or anuria. 

Once the blood pressure has been stabilized for 
eight to ten hours and a viable fetus is present, in- 
duction of labor or Cesarean section is advised. The 
Veratrum routine is carried out through delivery or 
surgery and in the immediate post-partum period 
until the arterial pressure and heart rate have been 


stabilized. 


THERAPY OF CONVULSIVE GRouP 


Since convulsive toxemia of pregnancy is a medical 
emergency, Veratrum is administered intravenously 
(Table 11). The purified form of the drug, 1.0 mg., 
is mixed with 20 cc. of 5 per cent dextrose in water 
for intravenous use. While the Veratrum is being 
mixed, 100 mg. of sodium pentobarbital is given in- 
travenously immediately. 

With one physician recording the blood pressure 
every minute and another administering the medica- 
tion: (1) The Veratrum solution is given intravenously 
at a rate of 1 cc. per minute until the first 20 mm. 
Hg fall in systolic or diastolic pressure occurs. (2) 
The needle is kept in place in the vein. Additional 
Veratrum is not given, for there will frequently be a 
precipitous drop in pressure in the subsequent one 
to two minutes. (3) If after waiting one to two minutes, 
no such reduction occurs, Veratrum administration 
proceeds at a rate of 1 cc. per minute, stopping at 
the first subsequent sign of hypotension. (4) If vomiting 
occurs, 50 mg. of pentobarbital sodium is administered 
intravenously. (5) Next the needle is replaced with a 
sterile polyethylene plastic catheter, inserted well into 
the vein. A solution of 5 per cent dextrose in water is 
given through the catheter to insure patency. All ad- 
ditional medication is given through this catheter. 
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After the first hypotensive effect of Veratrum has 
been witnessed, the catheter being in place, blood 
pressure recordings are made at 15-minute intervals. 
Additional Veratrum (one-half the previous effective 
dose) is given whenever the blood pressure is 140/90 
mm. Hg or above. Once again, a few hours’ observa- 
tion of the blood pressure chart and clinical appraisal! 
of the patient will demonstrate the need for Veratrum 
at definite intervals, such as every 40 minutes or every 
two hours, the interval between injections becoming 
longer as the severity of the condition diminishes. 

Reserpine, 2.5 mg., is given intramuscularly as 
soon as the convulsion has been controlled and that 
dose is repeated every eight to 12 hours. An indwell- 
ing catheter is inserted, and an accurate record of 
urine output is kept. The decision concerning the 
type of delivery is decided entirely on the basis of 
obstetric indications. 

During labor and delivery, regardless of technique, 
there is no change in the Veratrum regimen. The 
same routine is followed during the first 24 hours 
post-partum, or until the blood pressure has become 
stabilized and the signs and symptoms of toxemia 
have disappeared. 


« THERAPY OF CONVULSIVE GROUP 
F 1. Give 100 mg. sodium pentobarbital intra- 


venously. 

Sa 2. Mix 1.0 mg. Unitensen with 20 cc. 5 per cent 
dextrose in water for intravenous use. 

3. With one physician recording blood pressure 

Se: constantly and another giving medication, give 

' Veratrum at rate of 1 cc. /minute until 20 mm. 

reduction in diastolic pressure occurs. 

Pe 4. Leave needle in vein, but do not give additional 

% medication for 2 minutes. 

5. If no reduction occurs, proceed with injection 
at rate of 1 cc./minute stopping at first sub- 
sequent sign of hypotension. 

6. Repeat Veratrum intravenously if blood pres- 
sure above 140/90, as often as necessary. 

7. Give 2.5 mg. reserpine intramuscularly 

8. 12 to 24 hours after convulsions controlled and 
blood pressure stabilized, induction of labor or 
Cesarean section advised. 

9. Same regimen carried on during labor or 
surgery. 

10. Intravenous fluids not given except to insure 
patency of needle or if vomiting present. 


Table 11. 
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Therapeutic Agents 


RESERPINE 


Reserpine given orally is moderately antihyper- 
tensive and bradycrotic, and exerts a mild sedative 
action (Table 12). It relieves headache and anxiety 
more effectively than barbiturates. Effective dosage is 
as follows: alseroxylon fraction of Rauwolfia, 4 mg. a 
day; reserpine, 0.25 mg. a day. Since Rauwolfia has 
a long duration of action, there is little advantage in 
giving the drug more frequently than once daily. 
Because of the mild sedative effect, the drug is best 
given at bedtime. The action of Rauwolfia in the 
dosage used is not manifest for from ten days to two 
weeks. Indeed, the full antihypertensive effect is fre- 
quently not achieved until after three or four months 
of therapy. 

Side Effects. These are usually minimal. Nasal con- 
gestion and fatigue on arising are the most common. 
In the dosage prescribed, we have not seen the de- 
pressed states reported by Freis and others. Over 400 
pregnant patients have received Rauwolfia daily 
throughout their pregnancy with no deleterious effect 
on either mother or baby. 

Parenteral reserpine exerts its antihypertensive and 
bradycrotic effects in 3-4 hours. It relieves anxiety and 
irritability and calms the patient more effectively than 
the barbiturates. The duration of action varies from 
eight to 12 hours. Doubling or tripling the dose or 
more frequent administration of the drug, although in- 
creasing the antihypertensive effect, greatly increases 
side effects. The intravenous route of administration is 
not superior to the intramuscular route and, there- 
fore, is not used. 

Side Effects. Unexplained shock-like states have been 
reported following general anesthesia in reserpine- 
treated patients. Although potentially serious, from 
our standpoint it seems unjustified to withhold such a 
useful agent from routine use because of exceedingly 
rare and unproven side effects. 


HyDRALAZINE 


Hydralazine is a centrally acting sympatholytic 
drug, effective both orally and parenterally, with a 
moderate hypotensive effect. The drug is supplied in 
10, 25 and 50 mg. tablets. The initial dosage is 10 
mg. four times a day. This dose is gradually increased 
over a period of approximately 2 weeks to 200 mg. per 
day. Increased doses usually fail to enhance the thera- 
peutic effect and frequently double the incidence of 
toxicity. 

Onset of Action, Duration of Action and Toxicity. The 
ellect of medication is seen after 30 to 90 minutes. 
The duration of action is from three to six hours. 
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As with essential hypertension, toxic reactions occur 
most frequently during the first few weeks of therapy, 
particularly when large doses of medicine are em- 
ployed. Premedication with Rauwolfia, in addition to 
beginning hydralazine therapy with 40 mg. a day, 
almost does away with initial unpleasant reactions. 
However, throbbing headache occasionally occurs one 
to two hours following administration of the drug 
Fortunately this is commonly seen only during the 
first week of therapy. Flushing of the face, palpitation 
and anxiety occasionally occur. Although others have 
reported anemia and agranulocytosis, we have not 
encountered these complications. Since our patients 
have not been on long-term hydralazine therapy and 
have not received doses in excess of 300 mg. per day, 
there have been no instances of the syndrome resem- 
bling lupus erythematosus. 


ACETAZOLEAMIDE 


Acetazoleamide is an orally effective diuretic, which 
exerts its action by inhibiting carbonic anhydrase. It 
is given in a dosage of 500 mg. a day, repeated every 
fourth day or every other day, depending on the 
severity of the edema. Intermittent therapy seems to 
be more effective than daily therapy. Side effects are 
minimal, consisting mainly of weakness and drowsi- 
ness associated particularly with excessive salt loss. In 
this regard, it is not unusual to witness a loss of ten to 
15 pounds of fluid in a 24-hour period. A peculiar 
tingling sensation of the perioral area and fingertips is 
occasionally seen, not associated with salt or water 
diuresis. This side effect appears to be entirely reversi- 
ble, is of unknown etiology and is seldom encountered 
with intermittent therapy. 

Since disorientation has been reported in a few 
patients with cirrhosis following acetazoleamide ther- 
apy, the drug is contraindicated in liver disease. 

Finally, it should be noted, that acetazoleamide 
potentiates the action of a mercurial diuretic. The 
acidosis produced by ammonium chloride, however, 
adversely effects the action of acetazoleamide. 


CHLOROTHIAZIDE 


Chlorothiazide is a potent, orally effective, non- 
mercurial diuretic which enhances the tubular excre- 
tion of sodium, chloride and potassium. The ideal 
dosage seems to be 1,000 mg. daily. Although resis- 
tance has not been noted on daily administration, it 
seems advisable to interrupt therapy for 24 to 48 hours 
every fifth day to prevent excessive loss of sodium and 
particularly potassium. 

One thousand mg. of chlorothiazide given daily 
seems more effective than 500 mg. acetazoleamide 
given every other day especially in its blood pressure 
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Route of Blood 
Mode of Adminis- Onset of Duration _—_ Pressure Relief of 
Drug Action tration Dose Action of Action Reduction Anxiety Diu: tic 
Rauwolfia Unknown Oral Rauwiloid, 10-20 1-2 days. Mild Excellent No 
4 mg. /day. days 
Serpasil, 10-20 1-2days Mild Excellent No 
0.25 mg./day days . 
Hydralazine Centrally Oral 40 mg. /day 30-90 3-6 Moderate No No 
(Apresoline) acting gradually minutes hours 
sympatholytic increase to 200 
mg. /day 
Rauwolfia Unknown I.M. 2.5 to 5 mg. every 3-4 8-12 Mild Excellent | No 
(Parenteral) 8 to 12 hours hours hours 
Acetazoleamide Carbonic Oral 500 mg. /day 2-6 8-24 Occasionally No Excellent Drow: 
(Diamox) anhydrase every fourth day hours hours peri 
inhibitor to every other reas. 
day 
Chlorothiazide 1. Inhibitor of un- Oral 1,000 mg. /day 1-2 6-8 Moderate No Excellent 
(Diuril) known enzyme hours hours 
system 
2. Carbonic anhy- 
drase inhibitor 
Purified 1. Central I.M. 0.25/0.5 mg. 30-45 3-4 Excellent No No 
Veratrum vasodilating minutes hours 
GJattensen) 2. Vagal LV. Titration 1-2 Great Dramatic Yes No 
effect with 5 per minutes vari- 
cent solution ability 
5—40 
minutes 
Table 12. 
lowering effect. The diuretic action of chlorothiazide 
VERATRUM 


is potentiated by both mercurial compounds and ace- 
tazoleamide. 

Side Effects. The complete lack of side effects and 
the fact that it is effective by mouth in reducing the 
edema in both congestive heart failure and toxemia 
of pregnancy should make this a most useful agent. 


94 


In spite of extensive clinical and pharmacologic 
investigation, the exact mode of action of Veratrum 
remains uncertain. Studies have shown, however, that 
the drug exerts its effect partly through the vagus 
nerve (the bradycrotic effect) and partly through a 
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Comment 


fasal congestion, fatigue, 


cight gain. Rarely de- 
pression. 


jnitially: headache, palpi- 
ation, vomiting. No 


Bhronic toxicity. 


Toxicity reduced by premedica- 
tion with Rauwolfia plus small 
doses. 


fasal congestion, flushing 
face, drowsiness when 
doses given. 


Synergism with barbiturates and 
procaine anesthesia, therefore, 
care must be exerted in simul- 
taneous use of these drugs. 


rioral and fingertip 


rowsiness, paresthesias 
reas. 


Contraindicated in presence of 
severe liver disease. Intermittent 
doses better than daily doses. 
Blocks action of ammonium 
chloride, synergizes with diu- 
retic mercurials. 


Synergistic with both aceta- 
zoleamide and mercurials. 


usea and vomiting 


ing of therapy. 


sea and vomiting in 
per cent cases at be- 


When combined with reserpine, 
I.M. Veratrum has no toxicity. 
50 mg. sodium pentobarbital 
1.V. best drug for nausea. 


central action (hypotensive effect). Hemodynamic 
studies have shown that following an effective dose of 
Veratrum, the arterial pressure is lower, the pulse is 
stronger, cardiac output is not changed and renal 
biood flow is only transiently decreased. 

Duration of Action. Veratrum given intramuscularly 
I< gins to show its hypotensive effect in 20 minutes 
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and reaches its peak of action in 45 minutes. The 
duration of hypotension is variable, lasting from one 
hour to eight hours. (As mentioned above, however, 
the duration of action of the combination of Rauwolfia 
and Veratrum averages six to eight hours.) An effec- 
tive intravenous dose of Veratrum shows a hypotensive 
effect in one to two minutes. The duration of action is 
variable, depending on the individual’s sensitivity to 
the drug, the amount of anxiety and tension present 
and the severity of the toxic state. 

Toxicity. Since Veratrum given intramuscularly 
causes pain at the site of injection, 1 cc. of 1 per cent 
procaine solution is mixed in the same syringe with 
Veratrum. The toxic manifestations of Veratrum are 
limited to the gastrointestinal tract and are probably 
due to vagal stimulation. The concomitant use of 
Rauwolfia almost completely does away with the side 
effects of Veratrum when the drug is given intra- 
muscularly, and the incidence of vomiting is greatly 
reduced. Of the many drugs used to combat vomiting 
when Veratrum is given intravenously, small doses of 
a barbiturate, i.e., 50 mg. of pentobarbital sodium, 
have been found to be most effective in controlling 
nausea and vomiting. 

Although drug resistance seldom occurs during the 
first few days of therapy, it is not unusual after four or 
five days. Not only are large doses of Veratrum needed 
to maintain the antihypertensive effect, but the inter- 
vals between doses become shorter. For this reason in- 
duction of labor is advised after the blood pressure has 
been stabilized for 24-48 hours, if a viable fetus is 
present. 

There have been occasional instances of tachy- 
phylaxis (a temporary refractory period) during in- 
travenous Veratrum therapy. This phenomenon is 
characterized by a temporary rise in arterial pressure, 
frequently to above pretreatment levels, and a definite 
bradycardia. During this refractory period, frequent 
injections of Veratrum exert no antihypertensive ef- 
fect. When medication is withheld for several hours, 
the patient later responds to the usual doses of the 
drug. Since termination of this refractory period can 
readily be seen by an increase in pulse rate, Veratrum 
is promptly restarted when the pulse rate exceeds 70 
beats per minute. The bradycrotic characteristic of this 
phenomenon seems to protect the patient from vascular 
and cerebral complications, for cerebral complications 
have not been observed during tachyphylaxis. Because 
of the difficulty in administration, the development of 
tachyphylaxis and the fairly frequent incidence of 
vomiting following the intravenous administration of 
Veratrum, this route of administration is used only in 
convulsive toxemia when prompt reduction of arterial 
pressure is mandatory. 
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Figure 1. Areas of increased density in the first and second inter. Fig 
space and nodular density in second left anterior interspace due to du 
hair braids. Note the obvious hair braid extending from the shoulder 

to the first anterior rib. 


Artefacts ™ 


SOL KATZ, M.D. 
Associate Editor, GP 


ARTEFACTS are alterations on the x-ray film that are not 
due to abnormalities of the structures being radio- 
graphed. They are caused either by the interposition 
of some object between the film and the x-ray tube or 
by some technical fault related to the film or intensify- 
ing screen. 

In the first category are (1) plaits of hair, especially 
when braided, which hang over the lower part of the 
neck and shoulders causing shadows in the upper lung 
fields; (2) articles of clothing, ornaments and surgical 
dressings; and (3) folds of skin in emaciated individu- 
als. In all these artefacts, the abnormal density may 


often be properly interpreted by noting that it extends Figure 4. In the left upper lung field there is a faint round opacity Ri 
5 beyond the limits of the part being radiographed. At ——— ~ = ya film in the developer and neglecting to ’ 
times the external shadow may not be seen and serious ssh douse 

oc ; _ bubble to adhere to the surface of the film, delaying development at a 

errors 1n interpretation may occur. that spot. Later agitation breaks the air bubble permitting partial ti 

The commonest types of artefacts are caused by de- development. ee 

fects in the intensifying screen, alterations in the emul- ; l 


sion on the film, poor contact between film and screen 
or improper development and fixation of portions of 
the film. 
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Figure 2. Circumscribed density misinterpreted as a solitary tumor 
dust fo iodine-impregnated dressing on the skin. 


Figure 5. The most common form of artefacts is the “crinkle” type 
due to pinching or creasing the film before development and fixation, 
resulting in injury to the emulsion. lt appears as a short black 
Crescent surrounded by a white halo. With lesser degrees of dis- 
turbance to the emulsion, only the white density appears, usually 
omni-shaped. These are seen at the bottom of the film (1). Over the 
left | wer lung field, there is a hand impression resulting from 
resid .al “hypo” on the technician’s hand before the film was ex- 
a (2). In the right upper lung field, there is a linear “hypo” 
n (3), 
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Figure 3. Large “hissing” artefact (1) within the heart shadow, : 
due to contact with another film during the developing process re-— 
sulting in inadequate development of the emulsion. Defects in the 


emulston may be recognized by direct inspection of the surface of the 


film by reflected light. The longitudinal dark streaks (2) are due to 


water marks. The dense, sharply defined shadow in the region of the 
second right anterior rib (3) is due to a defect in the intensifying 


Figure 6. In the left upper lung field, there are artefacts misinter- 
preted as pulmonary tuberculosis, caused by pinching the unexposed 
films and by “hypo” stains (1). The dark linear and round spots 
are caused by developer stains after the film has been washed (2). 
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Each year, members of a different 
well-known medical faculty prepare artiles 
for this regular GP department. 

This is the sixth of twelve 

from the University of Pennsylvania. 


Practical Therapeutics 


The Clinical Management of Osteoarthritis 


ERNEST M. BROWN, JR., M.D. 


Assistant Professor of Clinical Medicine 


From the Arthritis Section, Department of Medicine 


Hospital of the University of Pennsylvania 


Philadelphia, Pennsylvania 


Ir Is ESTIMATED that one-quarter of the patients at- 
tended in general office and clinic practice have 
osteoarthritis. The practitioner sees this form of rheu- 
matism nearly as often as all other types of the dis- 
ease combined. The clinical importance of this disease 
stems chiefly from pain, not disabling deformity, as is 
so often the case with other kinds of rheumatic dis- 
ease. It may be present in an advanced stage without 
causing significant pain or disability, and yet annoying 
fibrositic pain and stiffness not uncommonly presage 
the appearance of “‘lipping” or other evidence of even 
earlier degenerative change. This seeming paradox is 
an example of the many protean and poorly under- 
stood features of this great group of degenerative con- 
nective tissue diseases. 

Recorded observations regarding the nature of 
osteoarthritis date from antiquity and in considerable 
part are held to be accurate and significant in their 
contribution to our knowledge of the disease. It is 
clear, however, that during the past three decades our 
vastly improved understanding of all of the rheumatic 
diseases has allowed us to better classify the individual 
entities and to separate fantasy from fact. The employ- 
ment of histochemical, spectrophotometric, radio- 
isotopic, electronic and other present-day methodology 
has made these forward strides possible. We may now 
e\plain more adequately the pathogenesis of this group 
of diseases, qualifiedly refute inaccurate observations, 
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and thus clear the way for more rational and more 
effective treatment. ' 


General Considerations 


Osteoarthritis is a chronic arthropathy characterized 
by degenerative changes in articular cartilage and bone. 
Classically it is associated with aging and, in many in- 
stances, with previous joint injury by disease, con- 
genital and mechanical derangement, or trauma, in- 
cluding that produced by obesity and occupation. Be-" 
cause of etiologic and other clinical considerations, 
osteoarthritis may be divided into primary and secon- 
dary groups. 

Primary osteoarthritis appears more commonly in 
middle-aged women. It is associated with the charac- 
teristic occurrence of arthritis involving the terminal 
interphalangeal joints (Heberden’s nodes) and the 
first carpometacarpal joints of the hands. Usually the 
other metacarpophalangeal joints are not involved, but 
there is progressive involvement of many joints over a 
long period of time, including the proximal inter- 
phalangeal joints of the hands, the metatarsophalangeal 
joints, the knees and spine. 

In contrast to this, secondary osteoarthritis may appear 
at any age and in any joint as a consequence of “un- 
usual wear and tear.” It may commonly be seen associ- 
ated with congenital or postural abnormalities, obesity 
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and occupational stress. It attends any serious degree 
of pre-existing joint disease, such as rheumatoid 
arthritis, gouty arthritis or osteochondritis. Acute 
trauma is a familiar cause of secondary degenerative 
disease. 

From consideration of such a division of osteoar- 
thritis, certain deficiencies in our knowledge of basic 
causative forces are apparent. Classical studies have 
shown that degenerative joint disease begins in the 
twenties and is essentially universal by the fourth 
decade of life. Despite this, only an estimated 5 per 
cent of the population is said to suffer clinically from 
this disease. This, along with the occurrence of 
Heberden’s nodes, analogous changes in the ribs and in 
other sites where functional stress is not commonly 
present, has led to the proposal of many theories to 
explain these discrepancies. In the main, these hy- 
potheses have been discarded after careful scrutiny. 
Today it is generally held that primary osteoarthritis 
is caused by “wear and tear.” The obscure relation- 
ship of individual differences in cartilage resistance to 
stress, the implications and significance of inheritance, 
metabolic and endocrine considerations, represent 
large areas of present-day investigation. Meanwhile we 
can learn from these observations one important clinical 
fact: morphologic changes are often not proportional 
to the degree, or even the presence, of clinical disease 
manifested by a given patient. He may complain 
bitterly and be disabled moderately by little demon- 
strable disease, or he may never have an ache or pain 
and be subject to markedly advanced degenerative 
change. 


Pathology 


The pathologic changes occurring progressively 
with aging of joints have been established by careful 
study. The first changes are apparent in the cartilage 
and are manifested by an increase in opacity, granula- 
tion and the appearance of sinallow linear furrows ex- 
tending in all directions. This is exaggerated in the 
weight-bearing portions of the joint. Presumably this 
is a consequence of decrease in the polysaccharide 
component of the cartilage, thus allowing the ground 
substance of the hyaline cartilage to disappear, leaving 
the reticular framework of unsupported collagen fibrils. 
This is known as fibrillation and, as a consequence of 
this process, there is reactive condensation of sub- 
chondral bone. Actual ulceration of cartilage occurs, 
exposing the subchondral bone and allowing the 
denuded surfaces of these articulating bones to further 
condense and become eburnated. A compensatory 
effort at repair in these areas stimulates reactive pro- 
liferation of primitive cartilage cells in the perichondral 
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margins around the edges of the joints where there i. 
transition of cartilage into synovium. In this hyper- 
plastic zone, cartilage and bone are laid down and, 
coupled with bone produced by reactive periosteum 
contiguous to this area, result in bony spurs or ex- 
ostoses—creating the “‘lipping” characteristic of this 
disease. As the articular cartilage disappears, reactive 
hyperemia produced by the increased vascularization 
from subsynovial and subchondral vessels leads in- 
evitably to gradual weakening of trabeculal and de- 
struction of articular bone. The synovial membrane 
may remain entirely normal, but not infrequently 
there will be found an increase in number and in size 
of the villi and thickening of the subsynovial tissue. 
Many of these villi become bulbous and degenerate, 
others partially ossify and, along with pieces of bone 
or cartilage, may break loose and become “‘loose 
bodies” free in the joint cavity. Concurrent with these 
cartilaginous and synovial changes, comparable de- 
generation occurs in the juxta-articular tendons, lig- 
aments and aponeuroses. 

The above-described changes characterize degen- 
erative involvement of a peripheral joint where 
synovium is present. In the spine, the apophyseal and 
costovertebral joints are the only true diarthrodial, or 
synovium-containing articulations, and as might be 
anticipated, osteoarthritic changes do occur at these 
sites. Thus it is indeed possible for osteoarthritis of 
the spine to exist without marginal lipping of the 
vertebral bodies. 

Since the articulations of the vertebral bodies are 
not “true” joints, some other mechanism must be in- 
voked to explain the osteophytosis we associate charac- 
teristically with degenerative spondylosis. This mecha- 
nism apparently operates through the degeneration or 
prolapse of the nucleus of the intervertebral disk. The 
loss of disk substance produces strain on the vertebral 
ligaments which in turn creates periosteal irritation 
and laying down of bone. Slow and _ progressive 
osteophyte production may in time partially immobilize 
various segments of the spine. The areas of predilection 
for such changes lie between the third and sixth cervical 
vertebrae, the fourth and tenth thoracic vertebrae, and 
between the third and fifth lumbar vertebrae. Marginal 
exostoses occur most commonly in the anterolateral 
portions of the vertebral body, but do occur posteriorly 
and, in the case of the cervical spine, encroach upon 
the intervertebral foramina. It is noteworthy that, al- 
though exostoses from different vertebral bodies may 
lie in direct apposition, ankylosis does not occur in 
this disease. As in the case of the tendons and liga- 
ments of the peripheral joints, degenerative processes 
are demonstrable in the paravertebral supporting 
tissues. 
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Clinical Features 


Primary osteoarthritis, that is, osteoarthritis occur- 
ring in the absence of obvious cause, has its onset in 
the fourth or fifth decade of life. Though there are 
minor differences in sex incidence, it is generally be- 
lieved that the distribution between the two sexes is 
approximately equal. This disease is world-wide. The 
climate has little relationship apparently other than 
the observation that osteoarthritics are less comfortable 
in damp and cold areas and note mild aggravation of 
their complaints during changes in the weather. 

The onset of this disease is insidious in most instances. 
The patient’s complaints are local in character and 
are described as dull, poorly localized pain occurring 
chiefly on use and relieved by rest. The pain is rarely 
intense but may become so by exaggerated use, a fall or 
some such acute and severe trauma, or by irritation of 
nearby nerve roots or trunks. Stiffness is common after 
periods of immobilization and on arising in the morn- 
ings, though this is shortlived when one compares the 
few minutes required to “loosen up” the osteoarthritic 
with the several hours of stiffness experienced by rheu- 
matoid arthritics. 

The joints most commonly involved, as one might 
predict, are the weight-bearing joints, including the 
lumbar spine, hips, knees and the first metatarso- 
phalangeal joints. In addition it is frequently found in 
the shoulders, cervical spine, the terminal inter- 
phalangeal joints of the fingers and in the temporo- 
mandibular and proximal interphalangeal joints. It is 
quite uncommon to see osteoarthritic involvement of 
the wrists, elbows and the toe joints with the exception 
of the first metatarsophalangeal joint as mentioned 
above. Obviously, secondary osteoarthritis may occur 
in any joint if the proper predisposition exists. 

The course one sees in following osteoarthritic joints 
varies, depending upon the site of disease, but there are 
general considerations with which one should be ac- 
quainted. Osteoarthritis is a progressive deterioration 
which, once initiated, persists until the part involved is 
put at rest, whether by invalidism or by death. The 
rapidity with which this destruction occurs is influ- 
enced chiefly by the wear and tear exerted on that part 
and the intrinsic predisposition on the part of the host. 
This is to say that, whether the lesion is of primary or 
of secondary origin, the constant exertion of trauma on 
that part will accelerate the disease, and there can be 
little question that individuals vary greatly in the local 
resistance they manifest. 

Though there are many factors constantly exerted 
upon the osteoarthritic which appear to act as “stress” 
on his diseased joints, those noteworthy are changes 
11 the weather, “tension,” or other emotional variations 
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CLASSIFICATION OF OSTEOARTHRITIS 


Primary OSTEOARTHRITIS 
Middle age 
Progressive joint involvement: Knees, spine, bunion (first meta- 
 tarsophalangeal) joint, Heberden’s node (distal interphalangeal 
2 joint), first carpometacarpal joint only. 


Seconpary OsTeoarTHRITIS (TRAUMA) 


Any age 
Unusual “‘wear and tear”: trauma history, congenital defect, pos- 
tural defect, obesity secondary to rheumatoid arthritis, gout. 


PATHOLOGY OF OSTEOARTHRITIS 


PERIPHERAL JoINTs 
Fibrillation of cartilage. Ulceration of cartilage. Perichondral pro- 
liferation (spurring by x-ray). Degeneration of articular bone. Peri- 
articular soft tissue degeneration (ligaments and muscles). Villous 
hypertrophy and synovitis (microscopic). 


Spine 
Disk degeneration. Osteophyte formation. No ankylosis. Soft tissue 
degeneration. 
Chart 2. 


from normal, general physical exhaustion, infections 
and metabolic disorders. These factors tend to cause 
episodic exaggeration of the patient’s disease, produc- 
ing acute flare-up in one or more joints associated with 
great fatigue, increased stiffness and pain, depression 
and emotional fragility. As will be described in detail, 
these exacerbations respond chiefly to setting involved 
parts at rest. However, the general supportive meas- 
ures, re-establishing emotional equanimity and correc- 
tion of such other abnormalities as exist, are of signal 
importance in therapy. 

In the main, osteoarthritis is not crippling and does 
not produce invalidism except when it involves one or 
both hip joints. Major disability does follow serious in- 
volvement of the knees and there may be episodic in- 
capacity in the acute exacerbation of weight-bearing 
joints involved. 

It is noteworthy before passing from this subject to 
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point out that there may be spontaneous cyclical re- 
crudescences of inflammation in one or more joints, 
including effusion into the joint space, local heat and 
redness, and other manifestations which may be dem- 
onstrated by histopathologic study. This may explain, 
at least in part, the dramatic relief commonly exper- 
ienced by patients receiving intrasynovial hydrocor- 
tisone if we predicate this drug’s efficacy on the basis 
of its anti-inflammatory effect. 

It is very common to see joint swelling associated 
with redness and heat and even effusion indistinguish- 
able from rheumatoid arthritis and the other inflam- 
matory arthritides. The association of fibrositis with 
osteoarthritis is frequent enough to be classified as a 
part of the clinical symptomatology. This occurs as a 
secondary phenomenon and may produce stiffness, 
pain and tenderness both in the juxta-articular muscles, 
tendons, and ligaments and in similar tissues often 
distant from the site of joint inflammation. Frequently 
fibrositis, including tendon and other connective tissue 
disease quite apart from the immediate joint changes, 
constitutes a major part of the clinical symptomatology 
and may certainly tax the therapist’s resourcefulness. 


Laboratory and X-ray Changes 


The primary and secondary varieties of osteoar- 
thritis are not associated with any general systemic 
effect. In the past, abnormalities in the basal metabolic 
rate, and even in some chemical and hematologic values, 
have been alluded to, but time and exhaustive study 
have disposed of these observations as insignificant. 

The inconstant but helpful finding of fluid accumu- 
lated in an inflamed osteoarthritic joint lends itself to 
simple diagnostic study which may be done in the 
office. Examining the fluid in the aspirating syringe 
one finds it entirely clear, straw-colored and quite 
viscid. This is in contrast to the opaque, less viscid 
fluid of an inflammatory joint lesion. Dripping the 
fluid from the syringe, a long, mucinous string is 
formed, again in contrast to the watery droplets pro- 
duced by inflammatory fluid. The mucin of this 
synovial fluid is of good character and, when acetic 
acid is added to a tube of such fluid, a firm clot is 
formed. A more fragile clot or a flocculent precipitate is 
produced by the addition of acetic acid to inflammatory 
exudate. A direct cell count will reveal no more than 
from 500 to 1,000 leukocytes in osteoarthritic fluid. In 
infectious and other inflammatory arthritides, cell 
counts may vary from several thousand up to as high as 
100,000 cells per cubic millimeter. The occurrence of 
blood, varying from fresh red blood to a xanthochro- 
mia, is representative of acute trauma, either recent or 
remote, and has no other implications. 
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The sedimentation rate is modestly elevated in about 
40 per cent of osteoarthritics. This finding has been 
reported in primary generalized osteoarthritis as op- 
posed to the consistently normal rates observed i: 
secondary osteoarthritis. The use of surgical biopsy. 
either accomplished in the operating room or by the 
use of the needle punch-biopsy technique, is applicabl« 
as a differential diagnostic tool in a few instances where 
the diagnosis has not been established on other clinica! 
grounds. Characteristically, histologic examination of 
synovial tissue reveals slight diffuse and focal infiltra- 
tion of lymphocytes with occasional clusters of plasma 
cells and histiocytes. The cellular infiltration may be 
marked in some instances. In varying degree, edema, 
villous hypertrophy and diffuse fibrosis are en- 
countered, 


X-ray Findings 


The roentgenographic appearance of the lesions in 
osteoarthritis is a measure of the degree of destruction 
at any given time in a diseased joint. In spite of this, 
early in the disease, symptoms and signs may be mani- 
fest without any evidence of x-ray change. As degener- 
ating cartilage disappears, the bone ends are allowed to 
come in closer apposition, producing joint narrowing. 
The bony margins become sharpened, and osteophytes 
and marginal lipping gradually appear. The sub- 
chondral bone, now devoid of its cartilaginous protec- 
tion, becomes eburnated, represented by the sclerotic 
and condensed bony surfaces at points of pressure. 

With progression of the degenerating process, bony 
detritus cysts appear and may be difficult to differenti- 
ate from the “punched-out” lesions associated with 
gouty arthritis, and the nearly identical lesions pro- 
duced by subchondral atrophy from invaginating pan- 
nus seen in rheumatoid arthritis. With the final de- 
struction of articular cartilage, the bone ends may lie 
fast together, but this is not the site of bony ankylosis 
and characteristically some motion remains throughout 
the duration of the disease. Bridging of this residual 
joint space by actual bone does not occur. 

In advanced disease, gradual crumbling of the bony 
structure occurs, especially where architectural defects 
are present (for example, knock-knees, congenital 
disease of the hip). This produces molding of the bone 
so as to destroy its recognizable joint structure. One 
important consideration is the fact that one cannot 
predict on the basis of x-ray findings the degree of 
symptomatology. Routine survey films have repeatedly 
shown that many asymptomatic individuals have 
moderate x-ray changes. It becomes apparent that 
physiologic aging is responsible for the formation of 
spurs and other degenerative changes which are often 
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normal” findings and do not represent disease by any 
measurable manifestation. Many of us in our sixties or 
seventies have roentgen changes in many joints and 
have never had symptoms. 

Routinely, one should examine a pair of joints so 
that the asymptomatic one may be compared because of 
these physiologic changes and their relationship to 
actual clinical disease. The examination of the spine 
should include lateral and oblique projections, since 
these are necessary to demonstrate those cardinal fea- 
tures of degenerative spondylosis, namely, narrowing 
of the intervertebral and apophyseal joint spaces and 
encroachment upon the intervertebral foramina. X-ray 
examination of osteoarthritic joints need not be done 
at frequent intervals. Customarily films at the outset 
are likely to represent a fair assay of that patient’s 
roentgen findings for a number of years and, unless 
some unpredicted change occurs, such as the appear- 
ance of gross change in the patient’s architectural 
structure, it is unlikely that films need be retaken any 
more often than at three- to five-year intervals. 


Treatment 


GENERAL CONSIDERATIONS 


Throughout the ages, no single group of patients 
suffering locomotor diseases has been neglected like 
those with osteoarthritis. This is because of the imper- 
fections of analgesic drugs and the problem of provid- 
ing reassurance to a patient who visualizes progressive 
deterioration. The goal of treatment is to relieve symp- 
toms and to develop functional capacity sufficient to 
allow a patient to accomplish the activities of daily 
living, of gainful employment and of the satisfaction 
of social demands. Yet the performance of these very 
activities is responsible for producing the patient’s 
symptoms and exaggerating the disease. 

Perhaps the first responsibility is to establish a dis- 
tinction in the patient’s mind between the mild form of 
arthritis from which he suffers and the more malignant 
varieties. The reassurance that his is a benign and an- 
noying process of “wear and tear” that does not lead to 
deformity and loss of social and employment capacity 
is the keynote of orientation of the patient to his di- 
sease. Once the patient has been educated to the path- 
ogenesis and the ultimate prognosis of his illness, he 
understands and better accepts the general supportive 
measures that his therapist will offer and can withstand 
more stoutly the “cure-alls” that are presented daily 
by his neighbors and relatives. From the outset, it is 
better that the patient comprehend the irreversibility 
and permanence of his disease; but he must be taught 
further that its progress can be retarded and that a 
si;:nificant measure of relief can be provided. 
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CLINICAL FEATURES OF PRIMARY OSTEOARTHRITIS 


OccuRRENCE 


5 per cent of population. In fourth decade. Male and female inci- 
dence equal. 


SyMPpTOMS 


Joint aching relieved by rest. Stiffness after immobility (morning 
stiffness of shorter duration than in rheumatoid). Secondary fibro- 
sitis (stiff neck, lumbago). Joint effusion and heat. 


Common: knees, hips, lumbar spine, first carpometacarpal and 

first metatarsophalangeal joints. Intermediate: shoulders, cervical | 
spine, proximal and distal interphalangeal joints, temporomandi- 
bular. Uncommon: wrists, elbows, 2nd to 5th metacarpophalan- | 
geals. 


Course 


Progressive deterioration with variable gradient of decline and 
exacerbations and remissions. 


LABORATORY FINDINGS IN OSTEOARTHRITIS 


SynoviaL Fiuip 
Clear. High viscosity: firm mucin clot precipitated by acetic acid; 
tenacious “string” when dripped from syringe. 

Systemic Lasoratory STupDIEs 
Red and white blood count, BMR, calcium, phosphorus—normal. 
Sedimentation rate: normal 60 per cent; slight elevation 40 per 
cent. 

Synoviat Biopsy 


Villous synovitis. 


X-RAY FINDINGS IN OSTEOARTHRITIS 


Symptoms and signs precede x-ray changes. 
Narrowing of the joint space. 

Bony lipping. 

Cyst formation. 

Crumbling and molding of bony architecture. 

No ankylosis. 

No correlation between symptoms and x-ray findings. 


Chart 5. 
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Rest reduces the “wear and tear” factor in degenera- 
tive joint disease and allows periods during the day 
when weight-bearing joints are relieved of their burden 
and nonweight-bearing joints are relieved of their du- 
ties. The work of joints may be reduced by correction of 
postural factors or by orthopedic realignment of static 
deformities such as valgus or varus configuration of the 
knees or structural abnormalities of the feet. Weight 
reduction in the obese provides a form of rest to the 
joints of the spine, the hips and the feet, and these 
structures may be further assisted in weight bearing by 
means of various orthopedic supports, corrective ap- 
pliances and the use of canes and crutches. From a 
rational and physiologic standpoint, nothing else offers 
the osteoarthritic patient the over-all benefit supplied 
by appropriate rest. 

Some immediate relief is afforded the osteoarthritic 
by rest alone, but this is not always possible for the 
patient whose living requirements allow less than an 
ideal rest program. In this instance, the adjuvant use 
of mild non-addicting analgesics fills this need. The 
salicylates are the traditional examples and remain at 
the top of the list of valuable analgesic agents to be in- 
cluded in any osteoarthritic regimen. It is noteworthy 
that the salicylates are the least expensive and the 
safest of the drugs available for the treatment of any of 
the arthritides, and their efficacy is responsible for the 
success of many proprietaries said to be useful in the 
treatment of rheumatic diseases. Commonly, 40 to 60 
grains of one or another salicylate is an optimal daily 
dose. This may be administered in association with a 
mild sedative. Clinical experience has pointed out the 
need for the administration of a mild sedative to com- 
bat the constant irritation and the chronic annoyance 
of this disease. 

Recently, phenylbutazone (Butazolidin) has been 
added to the drug armamentarium and has afforded 
some degree of relief in 50 to 75 per cent of osteo- 
arthritic patients. Clearly it does not “cure” this di- 
sease and probably does not alter the course or the 
pathologic changes, but in some instances, the degree 
of analgesia may be considerably superior to the effect 
of salicylates. 

The steroids have limited usefulness in the long- 
term treatment of osteoarthritis. When given sys- 
temically, it is unlikely that anything more than tem- 
porary relief from pain has been accomplished. Some 
euphoria may be experienced by the patient, but when 
weighed against the hazardous effects associated with 
sustained use at a therapeutic dosage level, it becomes 
obvious that there is no place in the management of the 
osteoarthritic for systemic steroid therapy. Conversely, 
the intra-articular administration of hydrocortisone or 
its injection directly into bursae and tendon sheaths 
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has been a major addition to therapy. The day-to-day 
management of one or a few painful osteoarthritic 
joints has been solved in a great measure by the utili- 
zation of this locally administered agent. 

At infrequent intervals, the occasion of acute and 
severely painful exacerbations may require the ad- 
ministration of codeine or other narcotics. Frequently, 
such an episode is precipitated by trauma to previously 
diseased joints. The painful incapacity of advanced de- 
generative disease of the hip, especially where all other 
measures have been employed to no avail, may require 
the administration of one of these agents at sufficiently 
frequent intervals so that addiction may become a 
threat. Codeine, if tolerated, is the safest of the avail- 
able narcotics but strenuous effort must be made to 
avoid drug dependence. Small quantities should be 
prescribed and full realization of the seriousness of the 
threat of addiction must be conveyed to the patient. 

Gold salts, calcium, vitamin D and the recently 
popularized chloroquine (Aralen) are not indicated for 
degenerative joint disease. On the other hand, the re- 
sourceful practitioner will employ muscle relaxants 
(myanesin, meprobamate and Flexin), tranquilizers, 
anorexigenic and stimulant drugs (amphetamine) and 
nonspecific vitamin products in his everyday treatment 
of these long-term problems. 

Physical therapy provides relief of pain and a device 
for the restitution of joint derangement and muscular 
atrophy. Muscular atrophy is a common feature of 
osteoarthritis because the aberrations of physiologic 
alignment of joints impose a strain on contiguous mus- 
culature which results in the eventual deterioration of 
muscle fibers. Relief of pain is provided by the use of 
various types of heat and massage, whereas atrophy is 
combated by the use of exercises, at first passive, later 
active, and finally resistive in which weights are used to 
increase muscular work. While physical therapy is best 
conducted in an institutional environment with the help 
of trained physical therapists, the accomplishment of a 
protracted program can be carried out effectively in the 
home, using readily available inexpensive apparatus. 
Wet heat may be provided in the bath tub or wash 
basin or by the application of hot wet turkish towels. 
The purchase of an inexpensive infra-red lamp or a 
simple goose-neck lamp with a high-wattage bulb pro- 
vides effective dry heat. Massage by the patient or a 
member of the household, using talcum powder, min- 
eral oil or any of the proprietary counterirritants avail- 
able, induces vascular stimulation and sedation at a 
regional level. The physician can instruct a family 
member in conducting passive exercises through the 
full range of joint motion, or in assisting the patient in 
graduated active effort, or even in supplying resistance 
to the patient’s active efforts to increase muscular 
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work. The medical supply house can provide for home 
use a variety of devices designed for cervical traction, 
walkers and crutches for patients with weight-bearing 
deformities and a simple apparatus designed to apply 
traction to the lower extremity for the treatment of low- 
back disability and contractures of the hip and knee. 
Physical therapy does not cure, but its use as an aid in 
the over-all management of the osteoarthritic means a 
happier and more comfortable patient and one less 
likely to suffer from progressive disability, atrophy of 
muscle and constant weakness and disability. 

These general considerations are the framework on 
which we must build the precise program for the in- 
dividual patient and his specific lesion. Turning to the 
management of the common areas of involvement in 
osteoarthritis, an attempt is made to demonstrate the 
application of these general observations to the treat- 
ment of specific symptoms encountered in practice. 


Tue Hanp 


The cartilaginous and bony enlargement of the ter- 
minal interphalangeal joint of the finger, often associa- 
ted with flexion or lateral deviation deformity, charac- 
terizes the degenerative joint lesion in the hand. These 
are referred to as Heberden’s nodes and have been 
known as the “signposts of osteoarthritis.” They may 
occur singly or in multiples on either hand but are 
most common on the index and middle fingers. The 
proximal interphalangeal joints are rarely involved, 
and then only if there is long-standing and diffuse in- 
volvement of the terminal interphalangeal joints. It is 
uncommon to find Heberden’s nodes unassociated 
with degenerative joint disease elsewhere in the body. 

Heberden’s nodes, of identical pathologic char- 
acter, occur both as a direct result of trauma (e.g., 
baseball fingers) and without known cause, as is com- 
monly the story with the primary generalized osteo- 
arthritic. The traumatic node is ordinarily limited to 
one or perhaps two or three fingers, each directly in- 
volved in some form of injury. The development of the 
lesion itself follows the initial insult by several weeks 
to many months. On the other hand, the idiopathic 
Heberden’s node has an insidious onset starting with 
one or two joints and gradually coming to involve 
nearly all of the terminal interphalangeal joints, ul- 
timately including those of the thumbs. Typically, the 
nodes appear in the fourth decade but have been re- 
ported in younger people. They occur in women more 
often than in men (10:1 ratio), and heredity plays a 
significant part in their origin. The enlargement of 
each joint is gradual and, although it may be associated 
with episodic acute inflammatory reaction, the nodes 
nay develop over a period of years without producing 
pain or even considerable tenderness. Other than be- 
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Figure 1. Osteoarthritis of hand. AP and lateral views reveal termi- 
nal interphalangeal joint changes, including “‘tuflting’’ of distal 
phalanx, loss of joint space, “‘saw-toothing,’’ eburnation of articu- 
lating bone. No bone atrophy, ankylosis or changes in other joints. 


ing cosmetically disagreeable, most patients are not 
disturbed by them apart from occasional numbness 
and tingling and perhaps tenderness on direct con- 
tact with the inflamed joint. Lateral displacement or 
flexion of the terminal phalanx is common, and the 
bony swelling may be associated with an effusion 
within the joint space of viscid gelatinous material 
whose pressure may be great enough to push the cap- 
sule of the joint to the immediate subcutis where it 
appears as a synovial cyst, or blister, immediately 
under the skin. These appear ordinarily on the dorsal 
aspect of the joint but may be a part of the tendon 
sheath and its attachment to the terminal phalanx and 
may be regarded as similar to a ganglion. They tend to 
come and go but may appear and remain indefinitely. 

The x-ray examination of the hand (Figure 1) re- 
veals enlargement of the ends of the involved articu- 
lating bones associated with loss of joint space and ir- 
regularity of the joint surface. This irregularity re- 
sembles and is referred to as “‘saw-tooth”’ appearance. 
Spurring is apparent where the extensor and flexor 
tendons attach to the terminal phalanx. The experi- 
ence of observing hand films over many years con- 
vinces one that the bony changes likely to be seen on 
X-ray examination are unpredictable since a great part 
of the enlargement seen clinically in the Heberden’s 
node is soft tissue and cartilaginous. 

Other than the involvement of the proximal inter- 
phalangeal joints with these same degenerative 
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changes, the only other site of significant degenera- 
tive disease is at the first carpometacarpal joint at the 
base of the thumb. Involvement is bilateral, is most 
often apparent in the patient who actively uses his 
thumb and may be disabling because of pain. 

Once these degenerative changes are present, ir- 
reversible and permanent cartilage and bone altera- 
tion has been established. Hence it is unlikely that 
much can be done to alter their appearance and, since 
pain is rarely a long-term consideration, it is conceiva- 
ble that the only therapeutic measure may be the total 
reassurance of the patient that these are benign lesions 
and not those of crippling arthritis. 

It is possible that the amount of swelling and cer- 
tainly the degree of tenderness and pain associated 
with actively inflamed Heberden’s nodes may de- 
mand therapy. Although rest is usually not feasible 
for these joints for obvious reasons, it is possible to re- 
lieve pain by other modalities. Painful lesions are im- 
mediately relieved by immersion of the hands in either 


Figure 2. Osteoarthritis of knee. Anteroposterior view reveals joint 
space narrowing, marginal osteophyte formation of the tibia, eburna- 
tion of the tibial plateau, distortion of the tibial spines and early 
valgus deformity as evidenced by striking narrowing of the medial 
surfaces of the joint space. 
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hot baths or by the contrast bath which employs th: 
alternate immersion of the hands in hot and col: 
water back and forth some three to five times and re - 
maining in each two to five minutes. Perhaps the mos: 
effective measure, as far as local heat is concerned, js 
the application of hot paraffin which may be prepared 
by the mixture of ordinary household wax and min- 
eral oil. This is heated to a melting point acceptable 
to skin tolerance; then the hands are repeatedly in- 
mersed, allowing many coats of wax to form. 

The administration of salicylates may be necessary 
at intervals, but phenylbutazone and steroids would 
seem to be interdicted in most instances. This is cer- 
tainly true of narcotics. The acutely inflamed Heber- 
den’s node responds to the direct intra-articular ad- 
ministration of 5 mg. or less of hydrocortisone. This 
can be introduced into the joint space with a ¥%-inch, 
No. 26 gauge needle. The site of injection is ordinarily 
into any synovial outpouching (synovial cyst) or just 
proximal to the dorsolateral protuberance of the Heber- 


Figure 3. Osteoarthritis of knee. Lateral view demonstrates joint 
narrowing, eburnation, irregularity of the surfaces of the femur, 
tibia and patella and calcification of the supportive soft tissues 
posterior to the knee joint, simulating a joint mouse. 
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den’s node. This may be repeated at two- to six-week 
intervals, or during acute episodes only. Untoward 
effects have not been encountered and the reduction 
of pain and inflammatory reaction and even shrinking 
of the node is gratifying. Immobilization of the thumb 
is not generally feasible, and the measures above- 
listed offer very little help with the exception of the 
intra-articular hydrocortisone. 

It is unlikely that any of these measures significantly 
alter the course of osteoarthritis of the hands, but they 
benefit the patient chiefly in providing pain relief, 
reassurance as to the nature of the lesion and restitu- 
tion of function where pain has been disabling. Un- 
controllable pain in the thumb may often require an 
orthopedic wrist gauntlet to immobilize the thumb 
when strenuous use of the hand is seriously aggra- 
vating but essential. 

The use of estrogenic substances has been advocated 
to relieve pain and perhaps to retard progression of 
Heberden’s nodes. This is a controversial point. 
Obviously, systemic estrogenic therapy implies un- 
toward effects and other responsibilities which the 
physician might wisely avoid. Estrogens do not alter 
degenerative joint disease at any other site and their 
use is deplored by many. 

Often associated with degenerative joint lesions are 
degenerative tendon and tendon sheath changes which 
in many instances are of greater significance than the 
joint lesions themselves. These may be effectively 
treated, by virtue of their proximity to joints, as out- 
lined above. The direct administration of hydrocor- 
tisone into involved tendon sheaths may have a major 
influence on the patient’s comfort and his disability. 
The description of this technique is included under 
the spine below. 


THE KNEES 


More than any other joints, the knees are afflicted 
by osteoarthritis. Symptoms are ordinarily first exper- 
ienced in the forties, although the secondary variety 
of osteoarthritis may occur at any age. Commonly 
one sees symptomatic osteoarthritis developing from 
trauma as a consequence of torn menisci, fracture or 
dislocation of the patella, strain from obesity and con- 
genital varus or valgus deformity, or as a secondary 
consequence of disease of the feet. Degenerative 
change also follows repeated intra-articular hemor- 
rhage as a result of a blood dyscrasia or from trauma; 
commonly as a consequence of rheumatoid arthritis or 
gout; and, occasionally following septic arthritis or as 
a result of neuropathic disease such as tabes dorsalis 
or syringomyelia. 

The subjective complaints are chiefly those of aching 
pain on weight bearing and motion of the knees, as- 
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sociated with stiffness and “‘jelling” after periods of 
immobilization. The patient often describes “crunch- 
ing” (crepitation) with motion. The stiffness and “‘jel- 
ling” are of short duration in contrast to the signifi- 
cantly longer disability experienced by the rheuma- 
toid arthritic. 

Early in this disease, examination of the joint may 
be nearly normal. Tenderness about the patella and 
along the medial collateral ligaments may be the only 
finding. Posterior patellar crepitation on motion may 
be noted, and one may demonstrate a small effusion 
into the joint much more often than the textbooks 
indicate. Late in the disease, marginal lipping may be 
palpable and mechanical derangement may be demon- 
strated, along with synovial thickening, atrophy of the 
juxta-articular muscle and marked limitation of mo- 
tion. 

X-rays of the knees (Figures 2 and 3) may be normal 
for many months or years, despite clinical disease. 
On the other hand, considerable spurring and loss of 
joint space with eburnation of the joint surfaces, and 
even early mechanical derangement may be apparent 
and be unassociated with symptoms or any other evi- 
dence of clinical disease. 

Since the knees are weight-bearing joints, the body 
weight of any given patient is of major significance in 
treatment of this disease. For obese patients, rigid 
weight reduction and maintenance of a normal body 
weight is an essential. During episodes of pain or ac- 
tive joint inflammation, the patient must employ for- 
mal periods of rest. This is best accomplished with the 
legs in relaxed recumbency. Acute exacerbations may 
often require putting such patients to bed, at total rest, 
for periods of several days. 

Pain relief is further enhanced by salicylates, and 
occasionally phenylbutazone may be justifiably tried. 
Again, narcotics and systemic steroid therapy are con- 
traindicated in long-term management. The intra- 
articular administration of hydrocortisone is generally 
of great value. Generally 25 to 50 mg. of hydrocor- 
tisone may be instilled into the knee joint at intervals 
of from ten days to several months with gratifying ef- 
fect, without development of tolerance, and as long as 
aseptic technique is rigidly attended, without un- 
toward effect. Ordinarily a 14-inch, No. 22 to No. 20 
gauge needle is introduced through a sterilized area 
of the knee on its medial aspect about 2 cm. below the 
palpable posterior margin of the patella and at a level 
midway between the superior and mferior poles of the 
patella. Either the aspiration of free synovial fluid or 
the ease with which the hydrocortisone may be pro- 
pelled through the needle into the joint may be used 
as an index as to whether the needle lies within the 
cavity of the joint. At the time of joint paracentesis, 
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Figure 4. Hinged knee support. Lateral hinged steel struts, front- 
lacing, and straps above and below add to knee stability. 


synovial fluid, if present, may be withdrawn for diag- 
nostic observations. No single approach to the treat- 
ment of the osteoarthritic knee has a more gratifying 
effect on the patient’s morale, and nothing provides 
more immediate restoration of reasonable relief and 
function. However, it must be understood that this is 
a single part in the over-all program and should not 
be considered curative. No matter how much hydro- 
cortisone is introduced into a knee where mechanical 
derangement exists, pain and incapacity will persist 
until the appropriate efforts are made to restore 
mechanical efficiency and muscle and ligamentous 
stability. 

Physical therapy has a lot to offer the patient with 
knee disease. This joint is easily accessible to local 
applications of heat and massage; its motion is limited 
to extension and flexion, thus making exercise simple 
and easy; and it may be placed at partial rest (splint- 
ing) without totally disabling a patient. Rising from a 
chair, as well as sitting down, is accomplished by the 
quadriceps femoris muscles in the main, and this soon 
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Figure 5. Long leg brace. Hinge at knee has sliding couple which 
locks the vertical steel struts in position for standing and is disen- 
gaged to allow flexion. Laces for the thigh cuff, calf cuff and ortho- 
pedic oxford are not shown. 


becomes evident to the struggling patient with knee 
disease whose quadriceps muscles have become 
weakened or atrophic. Any degree of progression of 
this disability may imply significant incapacity. The 
architecture of the knee requires that this set of mus- 
cles be intact and in optimal condition; otherwise in- 
stability obtains and with it further intrinsic destruc- 
tion of the joint and intensification of symptoms. 

A significant degree of quadriceps failure is inex- 
cusable in osteoarthritis. It may be remedied by the 
simple “‘setting” of the quadriceps muscles when the 
patient is in recumbency or the effortful straightening 
of the leg on the thigh 50 to 100 times, several times 
each day, eventually associated with the addition of a 
dependent weight from the foot to offer resistance and 
further enhance the strengthening of this muscle 
group. 

In addition, stretching exercises, strengthening of 
the calf muscles and gait training for those who have 
developed bad habits as a result of pain on walking, 
can be taught the patient with ease and accomplished 
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in his home without the expense and inconvenience 
of formal institutional care. The busy physician may 
wisely send his patient, with a prescription requesting 
training in the appropriate exercises and home care, 
directly to an institutional or private physical thera- 
pist. A single visit may dispose of this major obliga- 
tion on the part of the physician and more effectively 
initiate this important part of treatment. 

The uncomplicated osteoarthritic knee requires 
little orthopedic attention, but there are many in- 
stances when we must ask for specialty guidance. 
When varus and valgus deformities are present, with 
or without lateral instability (weakness of the collateral 
ligaments), the use of elastic bandages, tightly wrapped 
around the knees during periods of weight bearing 
and activity, may provide the patient with longer per- 
iods of comfort. As these lesions advance, however, a 
more substantial support (Figure 4) may be needed 
and can be obtained at an orthopedic appliance shop. 
This must be fitted to the individual knee, but it lasts 
for many months with little attention other than an 
occasional laundering. Appliances come with front 
laces and with straps above and below, or as elastic 
sheaths, in each instance fitted with the appropriate 
hinged steel supports. These are often referred to as 
cages.” 

On rare occasions, the postural defect and mechan- 
ical derangement of the knee may be so great as to 
require more support than can be provided by the 
elastic bandage or knee cage. The long leg brace is 
constructed to fit the individual and allows the body 
weight to be borne on the thigh cuff and transmitted 
down the steel uprights into the shoe, minimizing 
weight bearing greatly in both the knee and the ankle. 
Hinges are present at the knee and ankle and are pro- 
vided with locks which the patient may use when he 
desires (Figure 5). 

A commonly overlooked cause for stress upon the 
mechanical integrity of the knee is found in the foot 
where either congenital or acquired lesions may pro- 
duce enough static deformity to express itself in the 
knee, and for that matter other weight-bearing joints 
above. The constant strain placed upon the knee where 
severe pronation of the ankle and foot is present, where 
shortening of the leg produces a marked abnormality 
in the gait, and where other such defects are operating, 
clearly points out the fact that no amount of applica- 
tion of the established principles of t.catment of osteo- 
arthritis will be effective unless these derangements 
are corrected. An orthopedic shoe, with appropriate 
pads and wedging, lifts in the heel or sole, may correct 
or modify significantly the stress-producing abnor- 
mality, and thus produce dramatic beneficial effects on 
the patient’s secondarily diseased knees. 
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The orthopedic surgeon helps with restoration of 
normal architecture in other ways than by advising 
appropriate splinting and bracing. He may prescribe 
the direct surgical approach to an osteoarthritic knee 
where osteochondromatosis or advanced villous di- 
sease has produced calcified bodies, which may lie free 
in the knee cavity and produce severe pain and locking. 
When these are present, marked increase in the de- 
terioration within the knee may be anticipated. Ar- 
throtomy and removal of these “joint mice” is indi- 
cated as promptly as feasible. Advanced villous hyper- 
trophy and degeneration, displacement of articular 
cartilage and other lesions which may be crippling 
in some degree, may require synovectomy and other 
corrective procedures. In the trained hand, patellec- 
tomy, Nylon arthroplasty and other surgical methods 
may contribute greatly to restoration of painless and 
effective use of a disabled joint. 


Tue Hie 


The osteoarthritic hip has many names, including 
malum coxae senilis, morbus coxae senilis and others. 
It is by far the most disabling osteoarthritic lesion. In 
its primary form it produces symptoms chiefly in 
older individuals, usually past 50, but may appear 
early in life when the degenerative joint disease is a 
consequence of local joint injury. It is more commonly 
unilateral and has its greatest incidence in laborers 
and athletes. Its onset is marked by the development 
of low-grade pain in the hip, groin or knee, asso- 
ciated with stiffness and the development of a protec- 
tive limp. The pain is produced by motion and weight 
bearing, and is ordinarily relieved by rest. The pain is 
chiefly located in the groin and may radiate down the 
inner aspect of the thigh (obturator radiation), but it 
may be referred to the buttock or sciatic region. The 
intensity of the pain is difficult to evaluate as it varies 
roughly with the degree of local destruction, the 
amount of effort in weight bearing and motion exerted 
upon it and the tolerance of the individual patient. 
Much of the pain probably stems from muscular and 
ligamentous strain which develops as the disease pro- 
gresses, the body weight thrust is changed, and the 
muscles about the hip are damaged and called upon for 
abnormal stress as the hip tends to flex and the pelvis 
to incline in a forward direction. This latter mechan- 
ism produces a compensatory lordosis and may cause 
back pain, with or without radiation down the sciatic 
nerve. Abduction and rotary limitation are first noted, 
and this may become marked with the advance of the 
disease. The end results of long-standing and ad- 
vanced osteoarthritis of the hip produce a severe de- 
formity in which the leg is held in flexion, adduction 
and external rotation. The patient walks with a shuffle, 
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Figure 6. Osteoarthritis of right hip (malum coxa senilis). Shows 
obliteration of most of the joint space, detritus cyst formation of the 
femoral head and foreshortening of the head on the neck of the femur. 


Figure 7. Steel and leather low-back support. This, like other modifi- 
cations of the Taylor and Knight braces, provides support by molding 
the parallel steel bars to the lumbosacral curve and by front-tying 
of the canvas straps. 


leaning forward and with great effort, which is a 
consequence of both the limitation and the severe pain 
accompanying this deformity. Frustrating and greatly 
depressing incapacity is experienced by the patient as 
a result of his inability to sit down or bend over to take 
care of his personal hygiene, clothing and other daily 
needs. 
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The x-ray visualization of the hip (Figure 6) may b« 
adequately obtained in the simple AP view of th: 
pelvis. Other projections are needed for detail, es 
pecially in the beginning stages of osteoarthritis. Th: 
earliest sign is the development of sclerosis in th: 
postero-superior border of the acetabulum and tlx 
antero-superior surface of the head of the femur. Os- 
seous proliferation around the posterior edge of the 
acetabulum and the anterior aspect of the head and 
neck of the femur may be demonstrated as the disease 
progresses. Marked narrowing or even total absence 
of joint space depicts the loss of articular cartilage and 
predisposes the eburnation of the weight-bearing artic- 
ular bone and the marginal exostoses which become 
apparent. Considerable roentgen change may be ap- 
parent and associated with some limitation of motion 
in the hip many years before the patient complains of 
pain or disability. 

Many conditions are thought to be predisposing 
stimuli for the production of secondary osteoarthritis 
of the hip. Adolescent slipped epiphysis, coxa plana, 
congenital subluxation, avascular necrosis, Paget’s 
disease, rheumatoid and other forms of arthritis and 
many others may be listed. Obesity, again, is included 
in the ranks of predisposing causes. 

The patient with degenerative joint disease of the 
hip progressively fails in his management of everyday 
activity as limitation of motion and pain increase. The 
acts of tying shoes, putting on underclothes or trou- 
sers or even sitting down, become major and frustra- 
ting efforts. Atrophy of the muscles of the buttock, 
thigh and back increases the instability and incapac- 
ity. By this time, crippling, despite what we may say 
about osteoarthritis at any other site, has arrived. 

It is important from the standpoint of treatment to 
realize that the powerful superior portion of the aceta- 
bulum supports the weight of the body on the central 
part of the head of the femur. As osteoarthritis de- 
velops in this joint, there is forward inclination of the 
pelvis which rearranges the weight-bearing areas of the 
femoral head and acetabulum. This alters the length 
and mechanical advantage of the gluteal and other 
muscles involved so that they work inefficiently and 
consequently become weak and atrophic. The unaf- 
fected muscles produce adduction, rotation and flex- 
ion deformities. 

Thus it becomes apparent that setting these liga- 
mentous and muscular tissues at rest is the cardinal 
principle in the therapy. This is ordinarily done in the 
recumbent state and, because of early flexion defor- 
ity, it may be necessary to place a pillow beneath the 
knee, although this is avoided unless pain cannot be 
otherwise relieved. During an acute episode of pain 
and disability, an osteoarthritic hip may require 
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several days of complete rest before the active process 
subsides. For prophylaxis, the symptomatic hip 
should be rested for one or two hours periodically 
throughout the day. Much less limitation of activity is 
necessary if a patient does less for shorter periods of 
time. Occasionally the pain and muscle spasm are so 
great and persistent as to require leg traction. This 
may be set up in the home, graduating the traction 
weight from 5 up to 15 pounds as tolerated, and keep- 
ing the patient in traction for several hours or con- 
stantly, until good results are obtained. 

The salicylates, again, are the mainstay of drug 
therapy, but phenylbutazone may be cautiously used, 
and often with considerable value. Although there are 
many reports of beneficial effect from systemic steroid 
therapy, it is unlikely that enough will be gained to 
justify committing the individual patient to long-term 
steroid therapy. This is especially true since most of 
these patients are elderly and tolerate the steroids 
poorly. However, the intra-articular administration of 
hydrocortisone at intervals of from ten days to several 
weeks has been shown to be of considerable benefit. 
The technique of administering this drug into the 
synovium of the hip is described in detail in the pro- 
fessional literature and in the pharmaceutical house 
inserts which accompany the drug package. The deep 
and recessed position of this joint makes paracentesis 
seem difficult, but when the capsule is distended with 
fluid, it may be accomplished with ease. Skill in find- 
ing the hip joint is readily acquired, and the grati- 
fying response often associated with this treatment 
more than justifies the effort. A 2- to 3-inch, No. 19 
or No. 20 gauge needle is used to perform the 
paracentesis. 

The intensity of the pain experienced by these pa- 
tients often leads to the prescription of narcotics and, 
because of the chronicity and the magnitude of the 
pain factor, addiction develops quickly. The prescrib- 
ing of a few tablets of one or another narcotic, to be 
used sparingly only during acute and severely painful 
episodes, can be greatly reassuring to the patient. 

Physical therapy offers some help through heat and 
massage to the acutely inflamed joint and contiguous 
structures, but its principal usefulness is in the teach- 
ing of appropriate exercises to decrease flexion and 
adduction deformity, increase range of motion in all 
directions and re-educate the patient as to posture 
and gait. It is often necessary to prescribe a back sup- 
port of the type shown in Figure 7 or a simple corset 
with incorporated paraspinal steel uprights. Either 
appliance immobilizes the lower back in its optimal 
position and minimizes the forward inclination of the 
pelvis and tends to force the head of the femur to ride 
in its normal acetabular cradle. It is often necessary to 
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instruct these patients in the use of crutches or a cane 
so as to support a portion of the weight which pro- 
duces the pain and accelerates the disease. Crutches 
must be properly fitted and the patient carefully in- 
structed in their use. The usefulness of various types 
of radiant heat, diathermy and ultra-sonic energy 
varies greatly from patient to patient and is at most a 
temporary pain-relieving modality. X-ray therapy is 
of questionable aid in the relief of pain and its possible 
benefits must be carefully weighed against the inherent 
dangers. 

The orthopedic surgeon may prescribe a short, 
leather and steel, spica brace, which reduces motion 
and relieves some of the weight bearing, but experience 
has taught that this seldom helps. Correction of the 
limp and static deformity from shortening of the lower 
extremity on the side of the lesion may be accom- 
plished with lifts or prescription shoes and often re- 
quires consultation with an orthopedic surgeon. 

Our unfortunate dilemma in the specific treatment 
of osteoarthritis of the hip stems from our inability, 
because of the patient’s age or fragile health, to pro- 
ceed with one of the many surgical corrections that 
have been developed over the Jast few decades. Tech- 
nically, the difficult arthroplasty yields the best func- 
tional and symptom-free results when it is completed 
successfully. There are many types, employing metal 
cups, metal and plastic artificial femoral heads and 
even direct graft of skin into the joint itself. Arthro- 
plasty is fraught with technical difficulties, long-term 
hospitalization and rehabilitation and a considerable 
expense to the patient. Youth and patience, fortified 
with lots of courage, are required to make this proce- 
dure work most effectively. Any patient entering into 
surgery for the treatment of his disease must be edu- 
cated carefully and given an opportunity to see the ex- 
cellent results that can be obtained, as well as some of 
the unhappy failures. 

Palliative surgery is often indicated when the pa- 
tient’s disease requires more than the application of 
the various medical and surgical approaches described 
above. This is especially true in the aged, where pain 
may become intractable. Minor to marked relief of 
pain, and even improvement in function, may be ac- 
complished by some of these procedures. Arthrodesis, 
or fusion of the diseased hip, is favored, but imposes a 
major problem in adjustment for the patient, and the 
actual surgery is often difficult and associated with 
long-term convalescence. Occasionally the pain in the 
groin radiating down the leg into the knee, sometimes 
presenting as a painful knee and confusing the ex- 
amining physician, becomes intense enough that other 
measures fail and obturator neurectomy is performed. 
Unfortunately, pain relief is not always obtained 
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by this procedure and later return of pain is not un- 
common. Finally, the unmanageable and intensely 
painful hip may require a “last-resort”’ neurosurgical 
procedure, such as chordotomy or, when possible, 
rhizotomy. 

It is difficult to describe the treatment program of 
osteoarthritis of the hip without conjuring up a rather 
dismal picture of the results. In part, this picture is fal- 
lacious. Even advanced degenerative joint disease of the 
hip, treated aggressively and intelligently, can be man- 
aged well enough to relieve symptoms and to restore 
functional capacity which may allow gainful employ- 
ment and certainly morale-building diversion. The 
self-help aids ingeniously developed to make living 
easier for these people offer great satisfaction to both 
patient and physician. These include cut-out high 
chairs, elastic shoe strings, long-handled shoehorns, 
long-handled forceps designed to help disabled 


patients put on their socks and trousers. 


THE SPINE 


The medical management of osteoarthritis of the 
spine encompasses, for practical purposes, the treat- 


Figure 8. Osteoarthritis of cervical spine. Lateral view presents ad- 
vanced changes in the 5th, 6th and 7th vertebrae and related inter- 
spaces. X-ray indicates narrowing of the intervertebral spaces with 
near obliteration of the 6th space, posterior listhesis of the 5th verte- 
bral body, marginal lipping of the bodies and straightening of the 
lordotic curve of the neck due to muscle spasm. 
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ment and prevention of progressive degenerative dis- 
ease of all types in the entire spine. As described 
above, much of the x-ray evidence of degenerative 
spondylosis is, in fact, “osteophytosis,” and these 
roentgen observations are often gravely advanced and 
yet unassociated with either symptoms or signs of dis- 
ease. The most common clinical type of degenerative 
spondylosis is produced by thinning of the interverte- 
bral disks, the consequent marginal osteophytosis and 
ultimate segmental radiculopathy. These lesions are 
most frequent in the cervical and lumbar spine and 
produce symptoms in the upper and lower extremities, 
depending upon the distribution of the nerve roots in- 
volved. It must be kept in mind that a ruptured and 
extruded nucleus pulposus may be responsible for 
producing a similar syndrome. In some instances, 
differential diagnosis is impossible without radio- 
opaque myelography or even laminectomy with direct 
visualization. 

Two very important and often neglected features are 
occasionally observed by the experienced clinician 
dealing with degenerative spondylosis. The first of 
these is produced by actual encroachment upon the 


Figure 9. Osteoarthritis of cervical spine. Oblique view contributes the 
finding of bony encroachment on the intervertebral foramina, thus 
accounting for radicular symptoms. 
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intraspinal lumen and impingement upon the cord it- 
self, resulting in an upper motor neuron type of cen- 
tral nervous system lesion. This is an infrequent but 
catastrophic complication. The second feature deals 
with the fact that autonomic fibers are often involved 
in the segmental radiculopathy, and may thus produce 
the highly complicated and intractable lesion which is 
known as a “reflex sympathetic (neurovascular) dys- 
trophy.” The clinical syndrome produced at various 
levels in the spine requires an individualized thera- 
peutic approach and should be considered as four 
separate segments. 

The Cervical Spine. The manifestations of degenera- 
tive cervical spondylosis are protean and bizarre. The 
syndrome is chiefly one of secondary radiculopathy 
and, depending upon the segmental roots involved, 
symptoms vary from occipital headache, earache, 
dizziness, deafness and sore throat, to pain and numb- 
ness in the arms and hands and compression pain in 
the chest almost indistinguishable from angina pec- 
toris. 

The patient with cervical degenerative spondylosis 
often has a history of chronic strain such as might be 


Figure 10. Thomas collar. Note chin and occiput rests and turnbuckles 
which provide variations in degree of flexion and extension as well 
asa means of graduating the traction factor. 
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met with in some occupations, acute trauma as ex- 
perienced in “whiplash” injuries in automobile ac- 
cidents and many other causes of trauma to the fragile 
and mobile cervical spine and its supportive soft tissues. 

Muscular stiffness and pain about the neck and 
shoulder girdle are the usual complaints. Generally 
these patients are in their fourth decade or older. 
Though a history of injury is not always elicited, it is 
likely that a detailed investigation would yield evidence 
that the patient’s disease was related to a definite epi- 
sode of trauma or to some chronic strain. 

On physical examination, there is some degree of 
limitation of neck motion, chiefly in rotation or lateral 
tilting of the head, and exquisitely painful “trigger 
areas” may be found on palpation of the trapezius, 
splenius capitis and other muscles, depending upon 
the level of the lesion. When the radiculopathy mani- 
fests itself in the distal upper extremity, one can ob- 


jectively demonstrate swelling and thickening of the 


palmar flexor tendons and their sheaths. Evidence of 
autonomic dystrophy may be manifested by diffuse 
swelling of the lower arm and hand, cold sweat and 
either blanching or hyperemia. Significant loss of grip 
and inability to make a tight fist may even suggest 
rheumatoid arthritis. Differential diagnosis may be 
dificult. The impingement upon the roots at C-3, 4 
and 5 may produce a painful and incapacitating peri- 
arthritic shoulder. These patients sleep poorly, are the 
victims of severe anxiety states and have varying de- 
grees of social and employment disability. 

X-ray examination of the cervical spine (Figures 8 
and 9) reveals degenerative changes which usually 
correlate with the segmental distribution demonstrated 
clinically. Oblique projections of the cervical spine 
make it possible to visualize the intervertebral foramina 
through which the nerve roots pass. Significant fora- 
minal encroachment is thus demonstrated and might 
otherwise be missed by routine radiography. Occa- 
sionally, normal x-ray findings are demonstrated in 
spines suspected of being the sites of degenerative 
spondylosis. Thus, chronic strain, acute trauma and 
primary fibrositis of the neck and shoulder girdle may 
functionally reproduce this entire picture and may in 
fact represent the early stages of cervical degenerative 
spondylosis. 

The treatment of osteoarthritis of the cervical spine 
necessitates frequent and formalized rest periods with 
the head and neck in the position of comfort, an es- 
sential in any effort to relieve the pain and disability 
produced by this disease. Support of the neck in the 
supine position by allowing the head to extend over a 
pillow fashioned from a rolled bath towel or piece of 
bed clothing may relieve many patients, and posture 
pillows may be purchased which utilize this mechanism 
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of producing local rest. Pain relief is obtained in some 
degree by persistent administration of salicylates and 
mild sedatives, often coupled with a muscle relaxant to 
reduce the “tension” in the involved neck and shoulder 
tissues. Phenylbutazone is alleged to be useful as an 
analgesic in some patients, and systemic steroids are 
commonly used when the radiculopathy causes a peri- 
arthritic shoulder or a reflex sympathetic dystrophy 
(shoulder-hand syndrome). The utilization of these 
agents implies that their disadvantages have been 
weighed against the degree of disease and the intracta- 
bility of the disease to the alternative measures. 

The intra-articular administration of hydrocortisone 
into the involved joints and tendon sheaths is effective 
in the shoulder-hand syndrome. In most instances, bi- 
weekly injections, coupled with other supportive meas- 
ures, yield gratifying results. The administration of 
hydrocortisone into the tendon sheaths is accom- 
plished by introducing a 24- to 26-gauge, /%- to %4-inch 
needle through the palmar tissues into the palpably 
enlarged tendon and sheath. As in venipuncture, ad- 
justing the bevel and the depth of the needle while ex- 
erting pressure on the piston of the syringe allows a 
sudden spurt of the injected material to course its way 
down the sheath to the tip of the finger and proximally 
into the palm of the hand. Flexion contractures, pain- 
fully stiff fingers, “trigger fingers,” and markedly 
weakened grips may be dramatically restored to nor- 
mal within a few days to a few weeks by this method. 

Physical therapy in the form of local heat and mas- 
sage, with graded stretching and range-of-motion ex- 
ercises, has a great deal to offer in both preventing and 
treating the active disease and its chronic residua. 
Passive and active-assistive exercises are essential in 
restoring motion to a frozen shoulder. As for the seat of 
all the trouble, the cervical spine, physical therapy is 
applied most effectively here by the use of the cervical 
traction (Sayre) apparatus, of which there are numer- 
ous modifications which afford inexpensive, effective 
home cervical traction. Although it is wise to have a 
physical therapist instruct the patient in the use of his 
traction device, the physician can prescribe a gradu- 
ated program of increasing weights (10 pounds up to 
60 or 70 pounds) for periods of from 10 to 30 minutes 
daily. It is helpful, when possible, to precede any 
period of traction by the use of heat and gentle mas- 
sage to enhance the effects of the traction. 

The infiltration of 1 per cent procaine HCl solution 
into the tender (trigger) areas of muscle cr other sup- 
portive tissues involved in the neck and shoulder 
girdie often provides major relief of spasm and pain. 
Moreover, this method alone frequently induces a 
remission. Usually a total of 5 to 30 cc. of the procaine 
solution is employed and may be distributed equally 


114 


among the various areas of tenderness. The procaine 
injections are ordinarily administered at intervals of 
ten days to three or four weeks. 

Since immobilization and traction may be required 
to obtain any measure of relief, various orthopedic 
appliances have been devised to provide for this need. 
The Thomas collar seen in Figure 10 is a prototype 
that may be worn in public. It supports the head so as 
to immobilize the neck and prevent, or minimize. 
compression of the diseased structures by both the 
weight of the head and the spastic muscles involved 
in the production of this pain syndrome. Many other 
more simple devices may be prepared. Homemade 
collars cut from cardboard, padded by cotton batting 
and covered with a soft absorbent cloth, are often em- 
ployed as an inexpensive substitute. 

Rarely, surgical intervention is needed to relieve 
pain or to treat progressive disability. The hyper- 
trophic distortion and gradual collapse of the cervical 
spine on its degenerated disks may cause encroachi- 
ment upon the lumen of the spinal canal and pressure 
upon the cord itself. Spastic paralysis and other evi- 
dence of central nervous system disease may develop 
gradually, and aggressive therapy is indicated im- 
mediately. The neurosurgeon commonly can do little 
more than decompress the cord as extensively as possi- 
ble, by laminectomy at various levels. Resection of in- 
traspinal ligaments may be rarely employed with some 
degree of success. Intractable pain may prompt, as a 
last resort, rhizotomy or, under very special circum- 
stances, chordotomy. The simple resection of per- 
sistently spastic muscles involved in producing or per- 
petuating neuropathic disease, such as the scalene 
muscles, may be indicated occasionally. 

Thoracic Spine. Degenerative changes are less com- 
mon in the dorsal spine, and symptoms in this area 
are more often from muscle strain or the results of poor 
posture, juvenile epiphysitis and occupational factors. 
The same pathologic features encountered in the cer- 
vical spine may be seen in the thoracic area. The re- 
sulting root pain may simulate chest or abdominal 
disorders, depending upon which segments are in- 
volved. 

The therapeutic program is the same as for osteo- 
arthritis at any other site. Abnormally enlarged and 
pendulous breasts and abdominal walls must be sup- 
ported. Other methods include postural correction, 
exercises, the use of bed boards, braces and head 
traction. 

Lumbar Spine. In this area, as in the cervical spine, 
mobility and weight bearing predispose to physiologic 
wear and tear. These may be exaggerated in the heavy 
physical laborer, in the obese or the individual whose 
occupation or physical deformities have placed undue 
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stress on these areas. The main symptom is aching 
(aggravated by work and weight bearing and relieved 


by rest) associated with stiffness and often with radicu- — 


lopathy. Physical examination rarely reveals more than 
some paravertebral muscle tenderness and mild limita- 
tion of motion. X-ray examination shows narrowing of 
the intervertebral spaces, marginal osteophytosis and 
sclerosis and narrowing of the apophyseal joints. 
Hypertrophic changes encroaching upon the inter- 
vertebral foramina may produce the same type of root 
irritation and radicular syndrome commonly seen in 
the cervical spine. Generally, the radiculopathy asso- 
ciated with lumbar osteoarthritis is mediated over the 
sciatic trunk (sciatica). 

Degenerative changes in the lumbosacral joint prob- 
ably cause most of the symptoms of degenerative lum- 
bar spondylosis. It is controversial, however, whether 
the degenerative joint disease or an associated hernia- 
tion of the intervertebral disk causes the root syndome 
associated with disease at this level. 

Treatment is similar to that described for lesions of 
the spine at other levels. Because of the mobility of the 
lumbar spine and its weight-bearing function, proper 
support to the lumbar spine and lumbosacral articula- 
tion may be supplied by a light corset or by the use of 
a stronger back support such as the one shown in 
Figure 7. Stretching and strengthening exercises for 
the back are inestimably useful in preventing pain and 
reducing instability. The physician does well to re- 
member that mechanical derangement, weight bearing, 
occupation and other factors are involved and must be 
corrected as a part of the patient’s over-all program. 

Intractable pain may rarely require surgical inter- 
vention. Fusion of the spine is the orthopedic proce- 


dure most commonly employed and, although it is 
expensive in terms of time and money, the end results 
may be excellent and justify its application in the 
selected case. 

The Sacroiliac Joints. These joints are a form of 
synchondrosis and they have no measurable motion. 
Strong ligamentous supportive tissues prevent move- 
ment and only if these structures are relaxed or placed 
under stress for some reason does motion appear and 
degenerative joint change occur as a consequence. 
The x-ray changes are those of marginal lipping, 
sclerosis along the articular margins and narrowing 
of the joint space. These increase with age and the 
degree of instability of the joint. 

Symptoms are more likely to be unilateral and 
secondary to a demonstrable cause that must be 
treated to ameliorate the local disease in the sacroiliac 
joint. Symptoms alleged to be a consequence of this 
lesion are low-back pain and ache aggravated by 
standing and by movements of the legs which cause 
sacroiliac movement. Actually, many people present- 
ing this picture have a ruptured intervertebral disk, 
but it is true that some individuals suffering acute 
episodes of low-back pain will have almost immediate 
and total relief of pain and disability as a result of 
manipulation and an associated sensation that some- 
thing has slipped back into place in the area of the in- 
volved sacroiliac joint. This condition is probably very 
rare, relatively benign when demonstrated and cor- 
rected by manipulation or by time and normal activity. 
Supportive measures are indicated during periods of 
active joint pain and disability. Surgical fusion of a 
sacroiliac joint may be prompted by intractable pain 
and uncorrectable and marked instability. 


THE PRESENTING SYMPTOM... 


Abdominal Pain 


ABDOMINAL PAIN is a common presenting complaint that is 
caused by a great variety of diseases, and that frequently is 
of unclear origin, despite thorough investigation. In the 
Annals of Internal Medicine for January, 1957, Sedlacek and 
Bean describe an abdominal pain syndrome with clearly 
defined clinical characteristics and a firm pathologic basis. 
This is intermittent mesenteric ischemia, due to arterio- 
sclerosis of mesenteric arteries. 


This pain is provoked by eating. It is, therefore inter- 
mittent or paroxysmal, occurring regularly 30 to 60 minutes 
after a meal. Eating increases intestinal blood flow normally. 
When basal flow cannot be increased due to vascular disease, 
the demands of the digestive processes cannot be met, and 
ischemic pain results. This is an exasperatingly regular 
pain. 

Like the pain of certain retroperitoneal tumors, this pain 
may be relieved by sitting far forward or lying in special 
positions. These maneuvers may result in improved circula- 
tion by relieving tension on the mesentery. 

(The authors caution against the use of the expression “‘ab- 
dominal angina.” This term is sometimes used when the pain 
of angina pectoris is referred to the abdomen.) 
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New Test for Influenza Virus 


IN THE COURSE OF INVESTIGATIONS of influenza viruses in 
monkey kidney tissue culture, Vogel and Shelokov ob- 
served that addition of erythrocytes directly to tubes of 
active viruses resulted in adsorption of erythrocytes 
onto the cells of the tissue culture. They identified this 
as a specific phenomenon dependent on the hemag- 
glutinating property of the virus. 

Since then, the authors have demonstrated that this 
adsorption-hemagglutination test is useful in the rapid 
diagnosis of suspected cases of influenza and serves for 
identification of the virus that has caused the disease. 
The latter accomplishment is made possible because 
type-specific antiserum inhibits the adsorption-hemag- 
glutination reaction. The new test makes it possible to 
identify an influenza virus much earlier than would be 
possible by the conventional embryonated egg tech- 


nique. (Science, 126:358, 1957.) 


Splenic Rupture in Mononucleosis 


INFECTIOUS MONONUCLEOSIS IS usually a benign, in- 
nocuous disease. However, as Carlisle and Shiffman 
emphasize, serious complications may occasionally be 
present. One of the most serious of these is spon- 
taneous rupture of the spleen, as exemplified in the 
report of two cases by the authors. Both patients were 
young adults in whom the complication of splenic 
rupture was promptly recognized. Accordingly, 
splenectomy was performed uneventfully. 

The authors emphasized that once a diagnosis of in- 
fectious mononucleosis has been made, the possibility 
of splenic rupture should be kept in mind. Presumably 
the mortality rate from this complication would be 
higher in patients in whom a diagnosis of the basic 
disease had not been made. In that connection, it is 
noteworthy that the authors found records of five 
deaths in 23 cases reported in the literature. 

It is impossible to state whether the spleen ruptures 
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“spontaneously” or whether the complication results 
from minor trauma (for example, attempts to palpate 
the spleen). Rupture is likely to take place at least 
three weeks after onset of the infectious mononucleo- 
sis. The complication is usually announced by pain in 
the left upper quadrant, sometimes with reference to 
the left shoulder. Signs of shock and anemia may en- 
sue. An x-ray film of the abdomen may show displace- 
ment of the stomach by a soft tissue mass from the left 
upper quadrant. After the onset of rupture, the leu- 
kocyte count is likely to show a predominance of 
neutrophils rather than lymphocytes. Treatment is 
splenectomy. (California Med., 86:257, 1957.) 


Long-Term Anticoagulant Therapy 


THE FUNDAMENTAL PRINCIPLE of anticoagulant therapy 
is a cautious interference with the coagulation mech- 
anism, according to Olwin and Paul. They report 
their experience with 70 patients who received con- 
tinuous therapy with anticoagulant drugs for periods 
varying from six months to more than eight years. In 
all of these patients, the prothrombin levels during 
the total period of treatment averaged less than 30 
per cent. The drugs used included Dicumarol, 
phenylindanedione, Dipaxin, Tromexan, Coumadin 
sodium or Sintrom. In no case were two drugs given 
simultaneously, and no patients received long-term 
heparin treatment. 

The majority of the patients had one of four 
diagnoses: myocardial infarction, thrombophlebitis, 
arterial embolism or established or threatened retinal 
vein occlusion. After the prothrombin time was sta- 
bilized at 30 per cent or slightly below, the prothrom- 
bin times were done at increasing intervals until they 
were performed every two weeks. After this the pa- 
tients were allowed to resume normal activity. Bleed- 
ing was the most frequent complication seen in this 
series. There were four episodes of gross hematuria in 
three patients; three patients developed hematomas 
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following trauma; two patients developed metror- 
rhagia but were found to have carcinoma of the uterus. 
One patient had a fatal cerebral hemorrhage but had 
not followed instructions about control, and another 
patient had a fatal cerebral vascular accident diag- 
nosed as hemorrhage or thrombosis. This patient had 
received supplemental heparin which may have contri- 
buted to the cerebral vascular accident. The other 
patients had a good therapeutic result. 

Olwin and Paul were of the opinion that long-term 
administration of anticoagulants can be accomplished 
safely and effectively in properly selected cases and 
that the over-all results in this series of patients and 
with other patients warrant the use of these drugs in 
the diseases mentioned here. (Surg., Gynec. & Obst., 
105 :69, 1957.) 


Aneurysmal Bone Cyst 


LICHTENSTEIN ADHERES to the view that aneurysmal 
bone cyst results from some persistent local alter- 
ation in hemodynamics leading to increased venous 
pressure and the subsequent development of a dilated 
and engorged vascular bed in the transformed bone 
area. The affected bone site is completely transformed 
and ultimately comes to resemble an expanded blood- 
filled sponge. 

The roentgenographic picture is of an expanded, 
rarefied lesion usually with a thin layer of bone out- 
lining the cortical edge. These cysts have been ob- 
served in every part of the skeleton, but the long bones 
of the upper and lower extremities and the vertebral 
column are the commonest sites. 

The progressive enlargement of the aneurysmal bone 
cyst may be halted and reconstruction initiated by 
thorough curettement. If the curettement has not been 
thorough, postoperative irradiation may be performed. 
Irradiation can be used as the primary treatment after 
a diagnosis has been made by biopsy. A total dosage of 
1,400 r should suffice for effective control. Lichten- 
stein emphasizes that early diagnosis and prompt treat- 
ment are of utmost importance. (J. Bone ¢ Joint Surg., 
39-A :873, 1957.) 


Cortisone Therapy in Acute Hepatitis 


WHEN CORTISONE or a related drug is given to patients 
having acute viral hepatitis, the results on the course 
of the disease are rather uniformly beneficial. There is a 
more rapid return of serum bilirubin to normal and a 
marked increase in appetite. Clinical and laboratory 
‘anifestations of disturbed hepatic function are re- 
stored to normal more rapidly than in patients not re- 
ceiving cortisone. However, when cortisone therapy is 
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stopped, there is a rather high relapse rate—approxi- 
mately 20 per cent relapse rate indicated in Nelson’s 
experience. 

Since acute viral hepatitis runs an essentially benign 
course in the vast majority of cases, it seems un- 
warranted to administer cortisone routinely. Nelson 
therefore reserves the hormone for those patients in 
whom there is evidence of really severe disease. His 
criteria for administration of cortisone are in general 
as follows: 

1. Total serum bilirubin of 50 mg. per 100 ml. or 
more. 

2. Inability to control anorexia, nausea and vomiting 
with intravenous glucose therapy over a period of 
three days. 

3. Evidence of severe hepatic necrosis, as shown by 
disturbed sensorium, rapidly shrinking liver, fetor 
hepaticus or coma. 

Nelson describes the beneficial effects of cortisone 
therapy as applied in five cases of severe viral hepatitis, 
one with coma. All patients recovered without evidence 
of sequelae. (Ann. Int. Med., 46:685, 1957.) 


Causes of Death in Cirrhosis 


FROM AN ANALYsIS of the causes of death in 66 cases of 
portal cirrhosis, Chase, Martel and Olivetti concluded 
that there has been a change in type of exitus during 
the past 20 years. Highly significant is the decline in 
deaths due to pneumonia and other infectious diseases 
and an increase of deaths due to coma and hemorrhage 
(see illustration below). The authors anticipate that 
there will be a further change as a result of improve- 
ment of measures to deal with hemorrhage from 
esophageal varices. (Am. J. M. Sc., 233:259, 1957.) 


COMPARISON OF CAUSES OF DEATH 
IN PORTAL CIRRHOSIS: 1938 AND 1957. 
60 
1938 Series 
1957 Series 
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_— Hepatic Hemorrhage Pneumonia Miscellaneou 
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Tuberculosis in Hospital Employees 


Jacosson, Hoyt anp BoGEN sHOWED conclusively that 
tuberculosis is a distinct occupational hazard to hos- 
pital employees. The incidence was six times as high 
among those having close contact with patients (phy- 
sicians, nurses, attendants, laboratory technicians), 
as among clerical and other non-exposed personnel. 

With the institution of a routine admission x-ray 
screening program, the danger of an employee’s 
contracting tuberculosis has significantly decreased. 
The incidence of newly developed disease among 
employees has dropped to less than one-fifth of the 
former rate. Thus, the early recognition and isolation 
of patients with hitherto unsuspected tuberculosis has 
been the principal factor in the dramatic and almost 
complete eradication of this disease in personnel work- 
ing on the general wards of a large city hospital. The 
saving in compensation alone has already amounted 
to more than the cost of the entire admission chest 
screening program, to say nothing of the hardships 
and economic loss spared the patient and his family. 
(Dis. of Chest, 32:27, 1957.) 


Chylothorax—A Complication of Translumbar Aor- 
tography 


GASPAR AND SECREST REPORT a case of chylothorax 
which occurred as a complication of translumbar 
aortography. They believe that this is the first re- 
corded incident of its kind. 

The patient, a white female, 63 years of age, was 
under study for an abdominal aneurysm. Translumbar 
aortography on the /eft was successfully performed 
under general anesthesia on the third insertion of a 
No. 17 gauge Huber needle. Aneurysmal dilatation 
was not found. Four days later the patient developed 
massive chylothorax in the right pleural sac. Re- 
peated thoracentesis failed to aid in reducing the 
drainage of fluid, and at operation through the right 
chest cavity ten days after the aortogram, a perforation 
in a lymph tributary was discovered. The proximal 
thoracic duct was ligated with silk and the patient 
made a satisfactory recovery. 

The authors suggest that the ideal point of insertion 
of the needle for abdominal aortography is at the lowest 
portion of the thoracic aorta. However, at this level the 
thoracic duct and a recess of the right pleural reflection 
lie posteriorly and to the right of the aorta and are 
liable to injury. When the duct is injured, the chyle 
becomes loculated and ultimately empties into the 
pleural cavity through a perforation caused by pressure 
necrosis or through the direct needle puncture. 

Excessive loss of chyle may produce severe nu- 
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tritional and chemical deficiencies if allowed to con- 


tinue unchecked. Exploration of the chest cavity an: 
ligation of the thoracic duct, a procedure which has 
proved effective in the past, is strongly recommended. 
(Arch. Surg., 75:193, 1957.) 


Pathogenesis of the Dumping Syndrome 


AMDRUP AND JORGENSEN HAVE REVIEWED the pertinent 
literature on the pathogenesis of the dumping syn- 
drome and have presented experimental evidence to 
support the theory that distention of the efferent 
jejunal loop in a post-gastrectomy patient does not 
cause the symptoms of the dumping syndrome. 

The prominent symptoms of the dumping syndrome 
(fatigue, dullness, yawning, increased pulse rate, cold 
perspiration) can all be explained by a reduction in the 
circulating plasma volume. This was caused in all cases 
when a hypertonic solution passed rapidly from the 
stomach into the long segment of jejunum. The 
hypertonic solution was quickly brought to isotonicity 
by the diffusion of fluid into the intestinal lumen. 
When the subjects were lying down and the fluid re- 
mained in the gastric remnant for a longer period of 
time, the symptoms of dumping were less pronounced. 


(Acta Chir. Scand., 113:23, 1957.) 


Management of Large Bowel Injuries 


Pontius, CREECH AND DEBAKEY HAVE CONTRASTED the 
management of large bowel injuries in combat casual- 
ties with those encountered in civilian practice. 
Whereas exteriorization or proximal colostomy re- 
mains the method choice in combat casualties, pri- 
mary closure may be performed with a high percentage 
of success in accidental colon wounds in civilian life. 
The authors stress the importance of early treatment 
and report that 97 per cent of their 122 patients were 
operated upon within six hours following injury. Other 
reports have shown that the mortality doubled if oper- 
ation were delayed beyond the six-hour period. 

Preoperative care was vigorous and consisted of in- 
travenous fluids and crystalloids to all patients, and 
transfusions to those patients suffering gunshot 
wounds. An indwelling plastic catheter was placed ina 
leg or arm vein (with care to avoid a vein that might 
lead to a point of injury), a nasal tube was passed into 
the stomach for suction, and a Foley indwelling 
catheter was inserted into the bladder. Roentgeno- 
grams were taken of the abdomen. 

At operation through a wide incision, hemorrhage 
was controlled. Next, a systematic search for other in- 
juries was carried on. Primary closure of colon 
wounds was performed in all cases except when there 
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was (1) extensive fecal contamination, (2) complete 
destruction of a segment of bowel or (3) injury to the 
rectum. These conditions usually required exterioriza- 
tion, proximal colostomy or both. Almost all wounds 
were drained. Retention sutures were employed. 

There were 119 definitive cases for analysis (three 
died at operation of associated injuries). Of 83 cases 
treated by primary repair, there was a mortality of 8 
per cent. In six of those, resection and anastomosis 
were performed. The two-staged procedure was per- 
formed in 36 cases. The nine deaths (25 per cent) in 
this group were due largely to severity of the trau- 
ma and peritonitis. Colostomies were closed prompt- 
ly, and the average hospital stay was 37 days. 

The over-all mortality rate was 15.6 per cent. The 
death rate was higher in those patients over 50 years of 
age. Primary repair was considered a more desirable 
procedure except when the injury was complex. (Ann. 
Surg., 146:291, 1957.) 


Routine Scalene Node Biopsy 


ScHwipPirT AND MacManus stupieD 125 scalene node 
biopsies in 122 patients. Their purpose was to study 
the frequency of scalene node metastasis in proved 
bronchogenic carcinoma, to evaluate the procedure as 
a means of diagnosis in the study of thoracic disease 
other than bronchogenic carcinoma and to estimate 
the incidence of positive scalene node biopsies in a 
clinically suspected case of carcinoma of lung when all 
other studies were negative. Patients with clearly 
benign lesions were not chosen for the procedure. 

The right supraclavicular area was chosen for bi- 
opsy when the right lung and left lower lobe were sus- 
pected sites of primary disease. For left upper lobe 
lesions, the left supraclavicular area was dissected. 

The technique employed was that of Convar (Surg., 
Gynec. & Obst., 101:733, 1955). The fat pad anterior 
to the anterior scalene muscle and the lymph nodes 
along the internal jugular and subclavian veins were 
removed. Fifteen positive biopsies (12.3 per cent) were 
found. In proven carcinoma of the lung, six (8.5 per 
cent) of the biopsies were positive. In 11 cases (9.0 per 
cent) scalene node biopsy was solely responsibile for 
arriving at a diagnosis. In this group there were two 
positive biopsies in patients with clinically suspected 
carcinoma of the lung in whom every other test short 
of exploratory thoracotomy was negative. 

The percentage of positive biopsies in this series 
was not as high as in other reported studies. The 
reasons for this probably are due to the rigid selection 
of cases and to limitation of dissection to the neck in 
contrast to the additional procedure of removing 


mediastinal lymph nodes. (Surgery, 42:533, 1957.) 
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RELATIONSHIP OF SIZE OF MYOCARDIAL 


INFARCTION TO TENDENCY FOR PAIN TO RADIATE 


TO ‘‘ATYPICAL’’ LOCATIONS. 


Radiation of pain to epigas- 
trium: 28% of large infarctions 
11% of small infarctions 


Distribution of Pain in Myocardial Infarction 


KREINES analyzed the protocols of 104 cases of myo- 
cardial infarction for the purpose of learning whether 
there is an association between the location of an in- 
farct and the distribution of pain to atypical sites such 
as the back and epigastrium. There was, in fact, no 
association between location of infarction and radiation 
of pain to atypical sites. However, the size of an infarct 
did have a significant influence in this respect. This 
fact is shown in the illustration above. (Circulation, 


15 :348, 1957.) 


Acute Maxillitis of Infancy 


HircHIN AND NAYLOR of Dundee, Scotland, describe 
acute unilateral suppurative inflammation of the max- 
illa and adjacent structures occasionally occurring in 
the neonatal period. This process was recognized and 
reported upon 100 years ago and has been described 
under various terms such as “phlegmon of the orbit” 
and “maxillary orbital osteoperiostitis.” 
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Anatomic barriers in the region of the maxilla in 
infancy are weakly resistant to spreading infection ex- 
cept at the median raphe. The proximity of orbit, 
palate and maxilla crowded with tooth germs favors 
rapid advance of infection. 

Staphylococcus aureus has been isolated more often 
than other organisms. In some instances, the same 
organism has been recovered from a nursing infant 
with acute maxillitis and from the breast abscess of the 
mother, although the causal relationship can only be 
inferred. The portal of entry is most likely through the 
palate or gingiva by an abrasion produced in feeding. 

The signs and symptoms usually have their onset in 
the first weeks of life in a previously healthy infant. 
Restlessness, slight fever, and unilateral orbital edema 
appear. Rarely, the illness begins with convulsions, 
vomiting and high fever. Unilateral facial swelling then 
develops, and an abscess may “‘point” at the inner can- 
thus of the eye. Ipsilateral nasal discharge, swelling 
and scarlet color of the palate and gingiva, with possi- 
ble fluctuation, are noted on closer examination. The 
palatal swelling may precede the orbital edema. The 
stomatitis over the affected maxilla and the demarca- 
tion at the midline are virtually pathognomonic. As the 
infection progresses, abscesses may appear along the 
gum as a result of suppuration in alveolar bone. Se- 
questration and loss of tooth germs and basal bone 
may ensue. 

The diagnosis must be based on the above clinical 
findings. Radiologic changes are slight and appear 
sometime after the clinical syndrome has developed. 
Clouding of the maxillary antrum cannot be detected 
due to the small size of the sinus cavity in infancy. 

Treatment should be instituted at the time of clinical 
diagnosis even before bacteriologic examination can be 
made. Administration of penicillin is recommended 
with changes or additions of broader spectrum drugs 
after report on bacteriologic culture. The usual sup- 
portive measures of rest, sufficient fluid intake and 
adequate nutrition are recommended. Appropriate 
incisions of abscesses and removal of sequestra and 
infected tooth germs are performed as soon as possible, 
with due regard for the future development of the 
dental structures. 

Treatment prior to development of modern antibi- 
otics was largely supportive. Mortality rates exceeded 
26 per cent. With present-day methods of therapy 
following sensitivity tests and bacteriologic control, 
the death rate has been reduced but figures are not 
available. 

Four cases of acute maxillitis are presented in in- 
fants from 14 days to 3 months of age. One child died 
due to spread of inflammation and eventual brain 
abscess in spite of vigorous antibiotic therapy. The 
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other three recovered with sequelae of minor distur- 
bance in the dentition. Incision and drainage of ab- 
scesses at the inner canthus were performed twice. 
and in two of the infants, gingival abscesses opened 
spontaneously. The mothers of three of the infants had 
breast infection. 

The authors postulate a relationship between breast 
infection and acute maxillitis in nursing infants. In 
three of their four cases, the mother had breast infec- 
tion. The nasal cavity as a possible source of the organ- 
isms may be eliminated since most intranasal infections 
are caused by streptococci. A portal of entry may read- 
ily be presumed as a result of the vigorous sucking 
motions of the tongue and cheeks against the palate 
and gingiva. Culture of nipples that have been or are 
under suspicion of infection is strongly advised. 


(Oral. Surg., Oral Med. and Oral Path., 10:715, 1957.) 


Effects of Smoking on Emphysema 


SMOKING HAS LONG BEEN CONSIDERED to be an aggra- 
vating factor in chronic pulmonary emphysema and 
has even been assigned a dominant role in its patho- 
genesis. However, there are few objective data to be 
found on the acute effects of smoking in this disease. 

Eich and his associates studied the mechanics of 
respiration before and after smoking ore cigarette in 
patients with emphysema, and compared the results 
with a control group of non-emphysematous subjects. 
They observed an immediate, statistically significant 
increase in airway resistance in 14 of 15 emphysema- 
tous patients, whereas such changes were not observed 
in the control group. The most likely explanation for 
the increase in airway resistance was a reduction in 
the caliber of the bronchial tree due to the known irri- 
tating effect of tobacco smoke. 

If disability in pulmonary emphysema is closely 
related to airway obstruction, then anything that con- 
sistently increases airway obstruction must be pre- 
sumed to have a harmful effect. The authors therefore 
believe that all patients with emphysema should be 
urged to stop smoking, irrespective of any apparent 
relationship between smoking and symptoms. (Am. 


Rev. Tuberc., 76:22, 1957.) 


Face Injuries in Children 


In REVIEWING the principles of management of facial 
trauma in infants and children, Stanley-Brown and 
Stark emphasize the value of general anesthesia. Rarely 
will an infant or young child cooperate for the adminis- 
tration of local infiltration anesthesia. These authors 
describe the common picture of a “screaming, cyanotic 
and acrobatic child” forcibly restrained by attendants 
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or frightened parents while the physician attempts to 
place sutures accurately in a moving target. Admittedly, 
a few moments of general anesthesia require admission 
to the hospital and increased expense. However, the 
end results of proper initial care fully justify the time, 
effort and expense involved. Scars that follow inade- 
quate initial care may result in extensive psychologic, 
surgical and financial complications. (J. Pediat., 
51:285, 1957.) 


Agenesis of the Spleen 


BLATTNER REVIEWS recent studies of congenital absence 
of the spleen. Asplenia in infants has been associated 
with serious anomalies such as cardiac malformations, 
situs inversus with mesenteric anomalies and con- 
genital pulmonary lesions. The malformed hearts oc- 
curring in association with absence of the spleen dis- 
play a high proportion of atrioventricular and cono- 
truncus anomalies. 

Serious infections have occurred in a very high per- 
centage of reported cases. In one series, meningitis 
was the most common type of infection. Combined with 
recent reports on the high incidence of serious infec- 
tions in splenectomized children, these observations 
emphasize an unknown but vital role of the spleen in 
defense against sepsis. 

Serious infection in a child with evidence of con- 
genital heart disease should suggest coexistent asplenia. 
In this regard, certain hematologic findings may aid 
in the diagnosis of splenic agenesis. These include 
Heinz inclusion bodies in the erythrocytes of the peri- 
pheral blood, target cells, decreased osmotic fragility, 
normoblastemia and leukocytosis. (J. Pediat., 51:350, 
1957.) 


Gastric Analysis 


HirscHowrrz, LONDON AND WIGGINS REPORT re- 
sults of a study in which an attempt was made to 
distinguish gastric ulcers from gastric cancers by 
maximally stimulating gastric secretion. Stimulus 
was intravenous infusion of histamine. Thirty-one 
patients were studied on several occasions: 15 with 
proven stomach cancer, 16 with benign gastric ulcer. 

The concentrations of free hydrogen and total 
chloride showed much less overlap between the two 
groups than mean volume of gastric juice or mean 
pepsin concentrations. When H+ and Cl were plotted 
against each other, 100 per cent differentiation was 
obtained between ulcer and cancer. The lower limits 
for ulcer were 135 mEq./L. of Cl- and 80 mEq./L. of 
!1*, All samples from cancer patients fell outside these 
-ombined limits. 
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When gastric secretion was maximally stimulated, 
only two of 16 patients with cancer had anacidity. 
This incidence is lower than that reported with other 
types of gastric analysis. (J. Lab. & Clin. Med., 50 :447, 
1957.) 


Magnesium and Ventricular Fibrillation 


‘THE VENTRICULAR FIBRILLATION that follows acute coro- 
nary occlusion is difficult to prevent. It has been sug- 
gested that abnormal metabolic products or pH changes 
in the ischemic areas of the myocardium lead to this 
fatal arrhythmia. The experiments of Carden and 
Steinhaus indicate the significance of the magnesium 
and sodium ions in this mechanism. 

In dogs, the left circumflex coronary artery was oc- 
cluded, and the ischemic area of the myocardium was 
perfused with test solutions. One series of results is 
shown in the diagram below. Using several types 
of perfusion techniques, the incidence of ven- 
tricular fibrillation was always reduced when the 
ischemic area was perfused with Locke-Ringer’s solu- 
tion and solutions of magnesium ion in physiologic 
saline. The normal serum concentration of magnesium 
in normal saline markedly inhibited fibrillation, where- 
as the same concentration in 5 per cent dextrose solu- 
tion appeared to induce ventricular fibrillation. (Cir- 
culation Research, 5:405, 1957.) 


mEq. in saline 


Graph showing effects of various magnesium solutions on inci- 
dence of ventricular fibrillation in ischemic myocardium. 
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Bronchial Adenoma 


THE DIAGNOSIS OF BRONCHIAL ADENOMA should be con- 
sidered in every young adult patient who has a history 
of chronic cough with hemoptysis and repeated pul- 
monary infections. This is especially true in the female 
patients who are less likely to have a bronchogenic 
carcinoma. These thoughts are the result of a clinico- 
pathologic study of 21 cases by Knesevitch and his 
associates at the Cleveland Clinic. 

The sex incidence in the 21 cases was as follows: 14 
women and seven men. The ages of the patients ranged 
from 18 to 73 years, and six patients were less than 40 
years old. One of the patients had no symptoms at all. 
In the remaining 20 patients, symptoms had been 
present for from two months to 20 years before the 
diagnosis was established. The three most common 
symptoms were cough, hemoptysis and pulmonary 
suppuration (due to bronchial obstruction). None of 
the patients had clubbing of the fingers. 

In three cases, the x-ray studies of the chest were 
normal. In seven cases, the tumor was represented by a 
round or an oval opacity without evidence of bronchial 
obstruction. In the remaining ten cases, the tumor was 
masked by concomitant inflammatory changes (pneu- 
monitis, thickening of the pleura). In one case, roent- 
genograms showed only a hilar mass. Nineteen of the 
21 patients underwent bronchoscopic examination, 
and the findings were positive for bronchial adenoma in 
15 of the 19 patients. Incidentally, the authors warned 
of the dangers of biopsy at the time of bronchoscopic 
examination. Many of the tumors are highly vascular, 
and hemorrhage may be difficult to control when a 
biopsy is performed. 

The adenomas occurred with approximately equal 
frequency in the two lungs. Pathologically, they 
demonstrated the characteristic feature of having a 
much larger extrabronchial than intrabronchial growth. 
It is this feature that has led to the comparison of 
bronchial adenoma with an iceberg. 

The treatment experience with this group of pa- 
tients was quite favorable. All tumors were operable, 
and all 21 patients have remained well. (Cleveland Clin. 
Quart., 24:160, 1957.) 


New Convulsive Agent 


IN THE COURSE OF INVESTIGATING the anesthetic action 
of aliphatic fluorinated ethers, Krantz and his cowork- 
ers found that hexafluorodiethyl ether elicited violent 
convulsions upon inhalation in many species of labora- 
tory animals. Repeated use of the ether in animals did 
not appear to produce injury. The convulsive effect 
appeared to be due to direct cerebral action. The 
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electroencephalographic effects were quite similar to 
the effects which were produced by injection of Me- 
trazol. 

Accordingly, the authors tried the new agent in 
four patients who were suffering from mental dis- 
turbances in which electroshock therapy was indicated. 
The hexafluorodiethyl ether was placed in a plastic 
inhaler of the type employed for the administration of 
nasal decongestants. The patients were not anesthe- 
tized. The inhaler was placed in one of the nostrils. A 
convulsive seizure soon followed the administration of 
the ether and the convulsion continued for two to 
four minutes. Unconsciousness supervened. The pa- 
tients recovered uneventfully, and there was no 
clouding of memory. The authors concluded that 
this comparatively simple procedure of the inhalation 
of hexafluorodiethyl ether may be useful in the treat- 
ment of certain types of mentally ill patients. (Science, 
126:353, 1957.) 


Transabdominal Amniocentesis 


Parrisu, LOCK AND ROUNTREE NOTE that considerable 
interest has recently been shown in the examination of 
human amniotic fluid. However, physicians have been 
deterred from making such studies for fear of damage 
to the mother or the fetus. That fear has been com- 
pounded by a report of the appearance of congenital 
malformations in mice following puncture of the 
amniotic sac. In that report it was suggested that the 
procedure may produce similar congenital malforma- 
tions in human beings. 

Parrish’s group seeks to allay these fears by describ- 
ing their results with 50 transabdominal amniocen- 
teses in normal human beings during the last two tri- 
mesters of pregnancy. An 18-gage spinal needle with a 
trochar was used for the tests. There were 46 successful 
and four unsuccessful taps among the 50 patients so 
treated. 

After the amniocentesis, each mother was followed 
closely through delivery and the postnatal course. 
The placenta and fetus were carefully examined for 
evidence of trauma or other abnormalities. All the 
placentas and infants appeared perfectly normal. The 
only maternal complications following amniocentesis 
were seen in two patients who developed infections of 
the urinary tract. These were attributed to faulty sterile 
technique in preoperative catheterization. Another 
mother developed acute pre-eclampsia five weeks after 
amniocentesis. Premature placental separation and 
stillbirth followed. Because this complication came so 
long after amniocentesis, the authors did not believe 
that the procedure was a causative factor. (Science, 
126:77, 1957.) 
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Paroxysmal Fussing in Infancy 


WESSEL REPORTED that methyl scopolamine nitrate 
effectively relieved “paroxysmal fussing” in nine of 
13 infants. He prescribed the drug orally in doses of 
0.06 mg. to 0.12 mg. (1 to 2 drops of Skopyl) befoge 
each feeding or 4 to 6 times daily. 

Paroxysmal fussing is seen in infants who are other- 
wise healthy and well fed. It usually begins in the 
second week of life and subsides between the ninth 
and twelfth week of life. It consists of paroxysms of 
irritability, fussing or crying lasting a total of more 
than three hours a day and occurring on more than 
three days in any one week. Associated symptoms 
include loose stools, often containing mucus. In a 
previous study, Wessel observed the condition in 48 
of the 98 infants studied. He attributed the disorder 
to family tension in almost half of the infants (see 
diagram at the right.). 

The author concluded that methyl scopolamine 
nitrate is a useful drug for the condition described. 
Among other advantages, he listed ease of administra- 
tion and low toxicity. (New England J. Med., 257:14, 
1957.) 


Simple Closure for Perforated Peptic Ulcer 


Two HUNDRED SIXTY-TWO PATIENTS HAD simple closure 
of a perforated peptic ulcer, with a mortality of 1.5 per 
cent and an over-all postoperative complication rate of 
15.2 per cent. All surviving patients were then given 
intensive antiulcer medical therapy as soon as the 
surgical phase of the treatment was complete (ten to 
12 days after operation). McCaughan and Bowers 
believe that approximately 50 per cent of these pa- 
tients will have to have gastric resection later. How- 
ever, they note that an appreciable number of patients 
will respond to medical management and that the 
over-all results of simple closure, followed by sub- 
total gastrectomy if necessary, are better than subtotal 


gastrectomy as a primary surgical procedure. (Surgery, 
42:476, 1957.) 


Serum Transaminase Levels 


Katrus, WATANABE AND SEMENSON STUDIED the serum 
glutamic oxalacetic transaminase levels (SGO-T) in 
255 patients who were hospitalized with chest pain 
strongly suggestive of myocardial infarction. Their 
results satisfied the authors that false-negative tests 
nuust be rare in cases of myocardial infarction. Thus, in 
!18 cases of proved infarction, there was not a single 
instance in which the SGO-T failed to rise, provided 
serial blood samples were drawn during the first four 
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days of the disease. On the other hand, false-positive 
SGO-T tests may occur if the patient has associated 
disease of the liver, kidney, skeletal muscle, pancreas, 
or lung. 

The results carry the implication that myocardial 
infarction can be excluded as a cause of chest pain if 
there is no rise of SGO-T. There is supporting evi- 
dence for this view from animal experiments. How- 
ever, the point cannot be easily proved in man. 

The authors’ experience strongly suggests that the 
levels of SGO-T have some prognostic significance. 
That thought was substantiated by the finding that a 
high case fatality rate attended SGO-T levels above 350 
units. (Circulation, 15:502, 1957.) 


Lymphedema After Radical Mastectomy 


TREVES REVIEWED the results of 1,007 patients with 
carcinoma of the breast in an effort to determine the 
etiology of lymphedema of the arm occurring after 
radical mastectomy. That operation was performed in 
848 of the patients, while 159 patients had only roent- 
gen-ray therapy. Lymphedema developed in 41 per 
cent of the patients who had a radical mastectomy. 

It was thought that a combination of factors caused 
the lymphedema of the arm in any given case. The 
most frequent cause was the ablation of the deep 
lymphatics from the axilla by the surgical procedure. 
Contributing factors were cicatrization due to infection 
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and fibrosis associated with roentgen-ray therapy. 
Angulation of the axillary vein and spasm of the axil- 
ary vein often were direct causes of lymphedema. 

Roentgen therapy (especially preoperative) and 
obesity appeared to be other predisposing factors in 
the development of lymphedema. The extent of the 
axillary node involvement with cancer as well as post- 
operative infection and delayed wound healing alone 
were not associated with an increased incidence of 
lymphedema. 

It was recommended that preoperative roentgen- 
ray therapy be discontinued, that every effort be made 
to reduce the serum collections in the wounds, that 
obese patients lose weight. Postoperatively, the arm 
should be protected from even slight trauma and 
minor infections. (Cancer, 10:444, 1957.) 


Pulmonary Function Studies 


Hatcu, BRADFORD AND OCHSNER PERFORMED pulmonary 
function studies preoperatively in 212 patients who 
underwent thoracic surgery. The tests were extensive 
and served to measure objectively two divisions of 
pulmonary function, namely, ventilation (mechanical 
component) and respiration (physiochemical com- 
ponent). 

The authors report that knowledge of the pulmonary 
function of their patients enabled them to (1) treat 
associated pulmonary disease more adequately; (2) 
rehabilitate, by use of bronchodilators, expectorants 
and breathing exercises, a significant group of patients 
sufficiently to permit performance of the indicated 
surgical procedure and (3) ascertain the presence of 
disease, particularly diffusion defects, that might re- 
sult in disaster if operation were performed. In this 
series of patients only 0.9 per cent of deaths could be 
attributed to pulmonary insufficiency. (J. Thoracic 
Surg., 34:351, 1957.) 


Relation of Obstructive Jaundice to Adrenal Func- 
tion 


FULLER AND SCHNEEWIND MEASURED the 17-hydroxy- 
corticoid output of a group of patients with no evi- 
dence of obstructive jaundice, liver disease or adrenal 
insufficiency, and compared the results with the output 
of 17-hydroxycorticoids in a group of patients with 
varying degrees of biliary obstruction. The groups of 
patients were compared during three periods: (1) pre- 
operatively before administration of steroid therapy ; 
(2) following the administration of large doses of cor- 
ticotropin; (3) starting with the day of operation and 
continuing for the first three postoperative days. 

The data indicated that the patients with obstruc- 
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tive jaundice excreted significantly smaller quantitie. 
of urinary 17-hydroxycorticoids during all three 
periods. 

The authors were of the opinion that the results 
supported the concept of a direct relationship be- 
tween liver function and steroid metabolism, and 
they felt that patients with obstructive jaundice, un- 
dergoing the stress of a large operation, might require 
immediate postoperative treatment with steroids. 
(Arch. Surg., 75:462, 1957.) 


Plantar Digital Neuroma 


GRAHAM AND JOHNSTON sTUDIED 100 cases of plantar 
digital neuromas. In all patients the treatment was 
digital neurectomy after conservative treatment had 
been tried unsuccessfully. There were 62 men and 38 
women. All patients had generalized forefoot pain. In 
76 patients this pain was relieved by removing the 
shoe. In 65 patients the pain was localized to one in- 
termetatarsal space. 

Palpation of “clicking” or a painful tumor were not 
uncommon findings. The physical sign of greatest 
diagnostic significance was tenderness on pressure over 
the affected area simulating the pain of which the pa- 
tient complained. This was elicited in all cases. Pain 
localized to the intermetatarsal area involved on side-to- 
side-compression of the forefoot was present in 90 of 
the 100 patients. 

The operation was done under tourniquet with a 
plantar incision through the metatarsal heads. The 
scar has not been painful. Ninety-two of the 100 pa- 
tients experienced complete relief after operation. 
(Lancet, 273 :470, 1957.) 


Magnesium and Tetracycline 


Harcourt AND HAMBURGER FED oral doses of tetra- 
cycline (500 to 1,000 mg.) and magnesium sulfate 
(15 Gm.) to monkeys and human subjects. When mag- 
nesium sulfate was given concomitantly with tetra- 
cycline given orally, the blood level of the antibiotic 
was suppressed approximately fourfold as compared 
to the level when magnesium was not given to the sub- 
jects. The effect was abolished when the tetracycline 
was given intramuscularly. This phenomenon was 
possibly due, it was felt, to failure of absorption of 
tetracycline, or to the absorption of an inactivated 
tetracycline. (Magnesium ion inactivates the antibac- 
terial effect of tetracycline against several species, but 
the ratio of magnesium to tetracycline required to 
produce this effect is much higher than that used 
in these absorption studies.) (J. Lab. ¢ Clin. Med., 
50:464, 1957.) 
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Vitamin Hazard 


(American College of Gastroenterology, Boston, Oct. 23.) 
MassIvE DOsEs of vitamin A can cause loss of hair, nau- 
sea, general weakness and hemorrhage into the skin 
and mucous membranes. Reducing the vitamin dose to 
normal levels relieves the symptoms, restores normal 
condition.—Drs. Date W. Creek, Lawrence M. 
son and KENNETH Jay McNixce, Santa Barbara, Calif. 


Over-Prescribed New Drugs 


(Ibid, Oct. 22.) Some 50 DISEASES now are iatrogenic, 
from excessive use by physicians of unproved drugs and 
diets. It is imperative for the modern physician con- 
fronted “‘by a new therapeutic agent to make absolutely 
certain he is not going to do harm as the result of his 
use of the substance.” It’s wise for the physician to wait 
until any new agent “has been thoroughly studied by 
several investigators” and its clinical benefits proved. 
—Dr. Date G. Frienp, Harvard Medical School. 


Tensions and Hearts 


(American Heart Association, Chicago, Oct. 27.) INCOME 
TAX ACCOUNTANTS demonstrated increased blood levels 
of cholesterol and accelerated blood clotting time dur- 
ing months of income tax deadline periods, compared 
with periods of lulls in activity. The changes could not 
be attributed in the 42 men to any differences in weight, 
exercise, diet or general health. The study indicates 
stress and tension may play a role in development of 
coronary thrombosis.—Drs. Ray H. Roseman and 
Meyer FRIEDMAN, San Francisco. 


Hypertension Aid 


(Ibid, Oct. 28.) CHLOROTHIAZIDE, a relatively new com- 
pound found helpful in relieving edema in congestive 
heart failure, shows initially striking effects in treat- 
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ing hypertension. Blood pressure dropped 16 per cent 
in 15 patients taking chlorothiazide alone; reductions 
averaged 27 per cent in 73 others taking it plus older 
antihypertensive agents. It appears free of risky side 
effects.—Dr. Epwarp D. Frets and associates, Veterans 
Administration Hospital Washington, D.C. 


Prevention of Rheumatic Fever 


(Ibid, Oct. 26.) Damy TaBLeTs of sulfadiazine may be 
more effective than penicillin tablets in preventing 
recurrences of rheumatic fever. So far, in a three-year 
study, six recurrences have occurred among children 
taking sulfa, and 12 among children taking penicillin 
daily. Only one child receiving monthly injections of 
penicillin has had a recurrence.—Dr. Harrison F. 
Woop and associates, Irvington House, Irvington-on- 
Hudson, New York. 


Family Epidemics 


(New York Academy of Medicine’s Harvey Society lecture, 
New York, Oct. 20.) a 94%-yvEaR stupy of 85 families 
finds children introduce twice as many illnesses into a 
family as do parents. More than 60 per cent of the con- 
tact diseases were respiratory, mainly common colds 
and influenza as proved by laboratory tests.—Dr. JoHN 
H. Dincte, Western Reserve University Medical School. 


Old Habits 


(American Society of Anesthesiologists, Los Angeles, Oct. 
17.) ARBITRARY HOSPITAL RULES could be a cause of high 
death rate among elderly patients in hospitals during 
or after surgery. They apparently cannot stand the 
stress as well as younger ones. Encouraging them to 
live as normal a life as possible during hospitalization 
can apparently be beneficial, for “if we deprive them of 
things they’ve been used to having for 50 to 60 years, 
they are apt to become resistant, throw up their hands 
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and say ‘What’s the use?’.” Permitting such patients 
to smoke, to take afternoon naps, or stroll in corridors 
at night when they can’t sleep or to have some wine or 
other drink if they’re accustomed to it, doesn’t do harm 
and may be very beneficial—Dr. Paut H. Lorwan, 
chief anesthetist, University of Kansas Medical Center. 


Cancer Risk 


(American Cancer Society, New York, Oct. 28.) HEavy 
DRINKING of hard liquor and heavy smoking apparently 
increase the risk of cancer of the larynx. The relative 
risk appears higher for pipe and cigar smokers than 
cigarette smokers. Beer and wine drinking effects, if 
any, have not yet been studied.—Dr. Ernest L. 
Wynoper, Sloan-Kettering Institute for Cancer Research. 


Quack Warning 


(Ibid, Oct. 28.) THE CANCER PATIENT who puts himself 
in the care of a cancer quack is “turning himself over to 
certain death,” the American Cancer Society declares 
in a comprehensive, 36-page report. The informative 
report, naming some operators, says quacks thrive 
partly because of public fear cancer cannot be cured, 
partly because physicians have told patients there is no 
hope and because patients wish to avoid surgery or 
radiation. It outlines legislative, juridical and educa- 
tional measures designed to protect the public. 


Retirement Years 


(Gerontological Society, Inc., Cleveland, Nov. 2.) THE 
IDEA that retirement leads generally to poor health and 
decline is not borne out by a Cornell University study. 
Many retired persons are in poor health, but “it would 
seem that this can best be understood in terms of poor 
health leading to retirement, and not the reverse.” 
—Dr. Wayne E. Toompson, Cornell University. 


TB and Emotions 


(Academy of Psychosomatic Medicine, Chicago, Oct. 17.) 
EvivENcE of precarious emotional adjustment is almost 
invariably found in the two-year period prior to onset 
of or relapse in tuberculosis. TB patients show a high 
frequency of emotional stress or problems, suggesting 
that the amount of adrenocortical hormones secreted 
influences resistance to TB.—Dr. THomas H. Hotes, 
University of Washington School of Medicine. 


Emotional Support 


(Ibid, Oct. 18.) STRONG EMOTIONAL SUPPORT may help 


expectant mothers avoid spontaneous abortion. “There 
is no one cause or cure for women who lose their babies 
in the early months of pregnancy, but we feel the emo- 
tions—working in a way we do not yet understand— 
play a basic part in the situation. Doctors must be able 
to recognize and treat the emotional needs of such 
women.—Dr. W. R. Cart Tupper, associate professor of 
obstetrics and gynecology, Dalhousie University, Halifax. 


Premenstrual Tension 


(Ibid, Oct. 18.) EMorionat Factors play a large role in 
premenstrual tension. Symptoms of physical discomfort 
and varying degrees of swelling of breasts and legs are 
secondary, and not so important as the emotional 
concomitants, such as irritability, irascibility and 
proneness to domestic friction. Hormones or diuretics 
cannot correct the situation since neither reaches into 
the emotional roots of the difficulties—Dr. Epuarp 
Ercuner, Western Reserve University College of Medicine. 


Radiation Defects 


(American Society of Plastic and Reconstructive Surgery, 
San Francisco, Nov. 7.) ONLY SEVEN STATES require full 
reports in birth certificates of congenital abnormalities 
and maintain up-to-date records of their findings. This 
incomplete and faulty reporting will make it difficult 
scientifically to determine whether radiation from 
atomic fall-out or other sources actually is accelerating 
the number of defective births——Dr. Artuur J. 
Barsky, Albert Einstein College of Medicine, New York. 


Viability of Skin 


(Ibid, Nov. 7.) HuMAN SKIN remains alive up to 26 
hours after death, and can still be capable of providing 
a temporary transplant for badly burned living persons. 
Survival time of skin was established by observing 
small samples in special chemical solutions.—Drs. 
G. GeorGciaDE and KENNETH L. PICKRELL, 
Duke Medical School. 


Diabetic Hazard 


(Veterans Administration announcement, Washington, 
D.C., Nov. 12.) A UNIQUE FUNGUS INFECTION, mucormy- 
cosis, develops in diabetics who have acidosis. More 
cases of the fungus infection now are being seen, and 
this may be the result of submergence of bacterial 
infections from use of antibiotics. Search is under way 
for an agent to combat the fungus infection.—Dr. 
Rocer Baker, VA Hospital in Durham, N.C., and Dr. 
EvizaBETH FarrincTon, VA center in Jackson, Miss. 


Reason for Heart Failure 


Q. A 50-year-old white male had multiple pulmonary 
emboli eight months ago. Since then he has been on 
anticoagulants. Two months ago he developed right- 
sided failure which responded to digitalis. What is 
the mechanism of the right-sided heart failure? 


A. In answering this question, I would assume that 
there is no evidence of heart disease, such as rheu- 
matic heart disease, congenital heart disease, coronary 
artery disease or hypertension as a cause for congestive 
failure. If these usual causes for congestive failure can 
be excluded and the patient has a clear-cut history of 
multiple pulmonary emboli, it is reasonable to consider 
that a right-sided heart failure may be the result of 
repeated pulmonary emboli. In such cases, the pul- 
monary arterial pressure becomes elevated. When this 
occurs, the right ventricle is forced to work more than 
normal. Under such circumstances congestive failure 
can develop. 

If, on the other hand, the patient has other evidence 
of primary heart disease, then it is possible that the 
pulmonary emboli have precipitated congestive heart 
failure in a person who might not have heart failure if 
pulmonary emboli were not occurring. This, of course, 
is a rather common occurrence. 


Treatment of Undescended Testes 


Q. A boy of 12, in good health and inclined to sports, on 
being completely examined, shows bilateral unde- 
scended testicles. This problem has many answers, of 


which I would like the most efficacious at hand. 


A. This question was sent to two experts—a urologist 

and an endocrinologist. Their answers follow. 
Urowocisr: Testicular development in the nonscro- 

tal position is virtually halted after the age of 6 years. 
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Hence, with a boy of 12, it is imperative that the testes 
be placed in the scrotum by surgical means at the 
earliest possible time. The efficacy of hormonal ther- 
apy at any age is questioned by many, but it has no 
place in a boy of this age. To leave the testes in their 
present abdominal position not only assures sterility, 
but prevents satisfactory examination of the testes in 
the event of neoplastic degeneration in the future. 

ENnpDocRINOLOGIST: A competent physical examina- 
tion is essential to determine if the patient is suffering 
from true or merely from pseudo-cryptorchidism with 
which it is often confused. In true cryptorchidism a 
preliminary trial of chorionic gonadotrophin is advo- 
cated by most authorities, although many surgeons 
feel that this is unnecessary. In any case, should sur- 
gery be indicated, it should not be delayed and a 
thorough evaluation of the patient and the most appro- 
priate form of therapy should be immediately insti- 
tuted. Pseudo-cryptorchidism requires no therapy. 
For details of diagnosis and the use of gonadotrophin, 
reference may be made to Essentials of Endocrinology 
by Arthur Grollman, 2nd edition (J.B. Lippincott, 
publishers), pp. 492-493. 


Chronic Heart Failure 


Q. Ihavea3l-year-old female whohad a pericardiectomy 
for constrictive pericarditis following an old rheu- 
matic carditis. Following this she was well until 
pregnancy precijitated a chronic heart failure. She 
now has peripheral edema and ascites for which she 
is tapped frequently. Her total serum protein and 
potassium and calcium are low. The ascitic fluid is a 
transudate of a milky white color. Of what value 
would be refeeding of the ascitic fluid and has this 
been tried ? 


A. Since the patient had a pericardiectomy for con- 
strictive pericarditis, I will assume that the surgeon 
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found this conditien at the time of surgery. It is rare, 
however, for rheumatic fever to cause constrictive peri- 
carditis. Rheumatic fever may produce adhesive peri- 
carditis, but it is seldom that constriction develops. 

The patient apparently did well until she became 
pregnant and during the course of pregnancy chronic 
heart failure developed. Two thoughts come to mind at 
this point. (1) It is possible that the surgeon was able 
to relieve the constrictive pericarditis to a satisfactory 
degree—suflicient for the patient to lead a reasonably 
normal life when there were no undue stresses, but 
unable to tolerate the stress and strain of pregnancy. 
It has become apparent that surgical correction of 
constrictive pericarditis is rather dramatic and remark- 
able ; on the other hand, patients do not have a complete 
recovery following surgery since the myocardium fre- 
quently has been damaged to a severe degree. (2) The 
second thought that comes to mind is that the patient 
could have rheumatic heart disease if the history of 
rheumatic fever is authentic. (Sufficient information 
was not given about the heart sounds and murmurs 
to enable me to give an opinion in this regard.) 

I would not recommend refeeding the ascitic fluid to 
the patient. 


Doses of Vitamin 
Q. I see many specialists give 1,000 micrograms of By 


sometimes three times a week. I understand that no 
more than 75 micrograms is useful, and the rest is 
wasted. Is this true? 


A. Presumably the question refers to injections. The 
dose of injectable B,,. required in the treatment of 
pernicious anemia varies somewhat from patient to 
patient. It seems clear, however, that levels above 50 
micrograms are excreted in the urine unchanged. 


Treatment of Subarachnoid Hemorrhage 


Q. In a patient having spontaneous subarachnoid 
hemorrhage without evident focal damage to the 
brain, what methods of treatment are advocated ? 


A. The almost invariable cause of spontaneous sub- 
arachnoid hemorrhage is the bleeding from a congenital 
vascular anomaly, most commonly a congenital aneu- 
rysm or less commonly, an arteriovenous angioma. It is 
now generally accepted that such patients constitute an 
emergency, since the mortality increases with successive 
hemorrhages which are most apt to occur within the 
first three weeks after the initial one. For this reason 
cerebral angiography should be carried out as soon as 
the condition of the patient warrants it. 
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Depending upon the localization of the aneurysm. 
again as soon as the condition of the patient is ade- 
quate, it is advisable to attempt to exclude the lesion 
from the circulation so as to prevent further hemor- 
rhage. This can be accomplished either by ligation o! 
the carotid artery in the neck in aneurysms which lic 
below the Circle of Willis or by direct attack upon the 
aneurysm intracranially. 

For the doctor, the decision as to what definitive 
type of treatment should be done depends ultimately 
upon the findings in the arteriogram in relationship 
to the possibilities of development of the collateral 
circulation, as well as upon the general condition of 
the patient. 


Unexplained Meningitis 


Q. A 69-year-old woman was ill at home for two days 
with vomiting and diarrhea. On the first day of ill- 
ness she received an injection of penicillin without any 
effect upon her symptoms. On the second day her neck 
became stiff, and she was thereafter admitted to the 
hospital. Except for dehydration and stiffness of neck, 
the general physical examination was not remarkable. 
The spinal fluid was loaded with polymorphonuclear 
leukocytes. The protein content of the fluid was enor- 
mously increased, and the chloride and sugar values 
were lowered. Attempts to identify bacteria in the 
spinal fluid and by blood cultures failed. The urine 
also showed numerous pus cells and yielded paracolon 
bacteria on culture. X-ray studies of the skull, chest 
and abdomen were negative. Please discuss the rela- 
tionship of the patient’s meningitis to what appeared 
to be a gastroenteritis, and to the pyuria. 


A. Occasionally organisms are not found either on 
direct smear or by culture in patients with definite bac- 
terial meningitis. Some of these cases are diagnosed by 
other means, such as blood culture or the presence of a 
pneumococcic pneumonia. Sometimes these cases turn 
out to be endocarditis with meningitis in which the 
organisms have been temporarily inhibited by the ad- 
ministration of an antibiotic in doses which were not 
sufficient to cure the meningitis completely. This may 
well have been the case with the patient whose history 
was detailed. If so, the diarrhea could have been a non- 
specific reaction to the infection, and the pyuria could 
have been incidental. 

On the other hand, it is quite possible that the pa- 
tient had a paracolon bacteremia and meningitis and 
that possibly her diarrhea was occasioned by a patho- 
genic strain of paracolon in the intestine. In the absence 
of further information, it is impossible to give a more 
definite appraisal. 
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Special Features 


Admissions: A Professional Liability Pitfall 


MAC F. CAHAL, J.D. 


As part of a malpractice prevention program 

in connection with the Academy's PLUS” Plan 

for Professional Liability Insurance, a series 

of three articles will appear in GP on some 

of the major legal pitfalls encountered in medical practice. 
These have been prepared by the Academy's 

general counsel following conferences 

with attorneys for the ““ PLUS” Plan. 

The following is the first of the series. 

It discusses the important subject of “admissions” 

which can lead to legal trouble for the doctor 

making the admission. The cases discussed are suggested 
by actual court decisions. 


Dr. D. UNDERTOOK THE TREATMENT of a construction 
worker, P, who had been injured on the job. As part of 
therapy, Miss X, an office nurse of Dr. D, placed P 
under a heat lamp with a hot compress on his injured 
leg. 

Later, it was discovered that P had a third-degree 
burn on that leg. In response to repeated inquiries 
from P’s boss as to his condition, Dr. D finally wrote 
him a note explaining the delay in recovery. This note 
contained the statement that “the burn was due to the 
initial application of too much heat over devitalized 
tissue.” 

A few months later, P filed suit against Dr. D and 
Miss X, alleging that the heat treatment had been 
applied in a “negligent, careless and imprudent man- 


ner.” Attorneys for Dr. D and Miss X filed a bill of 
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TECHNICAL DEFINITION OF AN ADMISSION: 


“Declarations, statements, acts and conduct (including acquiescence and 
silence without right when a duty, or the natural reaction to act affirma- 
tively or to respond exists), regardiess of form or nature, whenever, wher- 
ever or however made, happening or occurring, which express or disclose 
facts, or give rise to inferences, inconsistent with or contrary to the factual 
situation relied on by a party or which are f ble to an ad) party, 


constitute admissions against the party adversely affected in the particular 
trial.” 
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particulars and in response P alleged that the burn 
had been caused by the application of an excessive 
amount of heat over devitalized tissue. At the trial, P’s 
lawyer called Dr. D to the stand and confronted him 
with the letter he had sent P’s employer. The letter was 
introduced in evidence. No further medical evidence 
was offered by P.. 

Immediately, lawyers for Dr. D and Miss X filed 
motions for a directed verdict in their favor for the 
reason that ‘‘P had failed to establish a prima facie 
case.” These motions were overruled and the trial 
proceeded. 

At the conclusion of the tiial, the jury awarded a 
verdict of $50,000 against both Dr. D and Miss X. 

Clearly, the disastrous result in this case could have 
been prevented had Dr. D refrained from writing the 
note to P’s boss. Without this note being in evidence, 
there would have been no prima facie case established 
and the judge would have been compelled to grant a 
directed verdict in favor of Dr. D and Miss X. 

As cogently explained by the malpractice authority, 
Hubert W. Smith, in order to establish a prima facie 
case, P must show four ‘D’s”: 

Duty Direct causation 
Dereliction Damages 

In the present suit, it was obvious that Dr. D owed 
a duty to his patient, P, by virtue of the patient- 
physician relationship. Also, the fact that P had been 
burned was not in dispute so another “‘D”—-Damage— 
was present. 

The other two ‘‘D’s”, however, would have been 
fatal stumbling blocks to P’s case had not Dr. D 
written the letter to P’s boss. P was able to bridge the 
*Dereliction—Direct causation” problem by offering 
the letter as an admission. 

He was not required to have expert testimony in his 
behalf since an admission in legal theory is strong 
enough evidence to take the case to the jury. 

This case illustrates one way an admission may be 
made. Admissions can also be made by oral statements. 

In one trial, the husband of a patient whose hand was 
allegedly crushed by manipulation of an operating table 
testified that Dr. Y, the defendant, had told him he was 


sorry about the condition of the hand and that hs 
assistants and nurses were “thoroughly trained on it. 
but for some reason or other we crushed her hand: | 
don’t know what to say about it; but the bill will he 
$150, which is a considerable cut-off due to the fact 
that we crushed her hand.” Such language was held to 
constitute an admission and did not amount to mere 
“words of sympathy.” 

It is important to make certain that expressions of 
sympathy made to bereaved relatives following an un- 
expectedly tragic result may not later be interpreted 
as admissions of fault. In such instances, it is often 
desirable to write out a short letter to the family ex- 
pressing genuine sympathy but tactfully calling atten- 
tion to the fact that unfortunate happenings sometimes 
occur through no one’s fault and that this was such 
an occurrence. 

In some cases, particular conduct has been held to 
amount to an admission. Thus, in one case some years 
ago, the doctor-defendant answered “Yes” to the fol- 
lowing question on cross-examination: 

*Q. Doctor, did you convey your real estate to your 
wife after this suit was brought on or just 
before?” 

The court held that this amounted to an admission 
by conduct and could be considered by the jury as 
tending to indicate that the doctor “was conscious of 
having failed and neglected to treat (patient’s) injured 
arm in that skillful and careful manner that the law 
requires, and that he feared that he might be required 
to respond in damages on account of such neglect and 
lack of skill.” His fear was justified. A verdict was en- 
tered for the patient. 

These illustrative cases should make it clear that 
in a claims prevention program a prime rule is this: do 
nothing—by way of statements, either oral or written, 
or other conduct—which can be remotely interpreted as an 
admission of fault. 


The next article in this series, which will appear in an early 
issue of GP, deals with some of the knotty problems arising from the 
doctrine of “Res Ipsa Loquitur.”” There will be an explanation of 
when the doctrine applies, and examples will be given of cases won 
even when the doctrine was applied. 
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Juty 25, 1952 
*\DEAR FRIENDS, 
“THE THOUGHT has occurred to me that opening a 
great stack of bills around the first of every month can 
be pretty unpleasant. For some reason or other, doctor 
bills come in for more than their share of abuse, espe- 
cially by the joke writers. I’ve noticed that one of the 
downtown stores that sends bills to my wife every 
month encloses a bit of blotting paper with a sample of 
perfume in each bill. This, then, is my attempt to make 
one of the most unpleasant parts of medical practice a 
little less distasteful. 

“My plan is to enclose a letter like this with each 
bill. Pll try to keep you informed as to things that I 
think you’ll be interested in, in medicine, and suggest 
things occasionally that will prevent illness later. . .” 

This was the introduction of the first letter that Dr. 
Bernard P. Harpole, Portland, Ore. (past-president 
of the Oregon chapter of the Academy) wrote to his 
patients. It was the start of a monthly practice which 
has been richly rewarding to both doctor and patients. 

Moreover, the idea has been picked up by a con- 
siderable number of doctors over the country who all 
like the response they get. The AMA Committee on 
Public Relations recommended Dr. Harpole’s letters 
as an excellent public relations idea, mentioned them 
in The P.R. Doctor and reproduced about 3,000 copies 
of about two years of the letters. 

“Many people wonder if this is ethical or if it is ad- 
vertising. I can tell them that it has the blessing of the 
AMA’s committee,” Dr. Harpole said. 

Dr. Harpole has a mailing list of 700. He says that 
patients have returned to him after absences as long as 
four years, that they have continued to receive his 
letters over that whole period and still consider him 
their doctor. 


Has Florida Fan 


He related that a woman in Florida is on his mailing 
list. He doesn’t know how she got there but possibly 
she had been visiting in Portland. At any rate, every 
Christmas she sends the doctor 12 three-cent stamps 
to cover mailing costs. 

“Some people assume that I spend a tremendous 
amount of time doing this,” said Dr. Harpole. “But 
things happen in the course of every month that I can 
write about. I usually sit down about the middle of 
each month, write it without stopping, let it cool over- 
night, correct it and that is the size of it.” 

Source material? Dr. Harpole gets his ideas from 
patients’ questions, from newspapers, magazines, meet- 
ings. He writes in an easy style and purposely avoids 
- making his letters sound too “literary.” “I want them 
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LETTERS 10 PATIENTS— 
THREE-CENT INVESTMENTS 


LOIS LAMME 


Dr, Bernard Harpole, past-president 


This article describes his letters. 


of the Academy’s Oregon chapter, has been eminently 
suttessful in public relations through sending friendly 
leliérs to his patients along with their monthly bilis. 


to sound more like a letter from a friend than a news 
release. I even switch my grammar sometimes if I find 
that I’m getting too grammatical.” 

“If you can’t do it for fun, you shouldn’t try,” he 
advises. 

He tries to get a little chuckle into each letter and 
usually can. Note this excerpt from his Christmas let- 
ter of December 22, 1952: 

**And now I'd like to give you my belated Christmas 
present. This present is a whole new bag of secrets that 
should go a long way toward running me out of bus- 
iness. . .” The remainder of the letter is concerned 
with advice on colds, nose drops and health care dur- 
ing cold weather. 


Christmas Letters Are ‘Soft’ 


Dr. Harpole says he likes to write a “soft” letter at 
Christmas time, as in this excerpt of December 25, 
1955: “Thanks to all of you for all the beautiful 
Christmas cards we’ve been receiving. This might be a 
few days late, but I want to wish every one of you the 
very best kind of a Christmas and an even better year 
in 1956. I’d like to keep on wishing you well for the 
rest of this letter, but there are a few things I'd like to 
tell you about. . .” 

Actually, the letters serve multiple purposes. They 
make the bills a little less hard to bear, answer ques- 
tions and help the doctor get some things off his chest. 

One of the chief advantages is that Dr. Harpole can 
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December 25, 1956 
Dear Friends, 
This year, for Christmas, I'd like to try to describe for you what | consider 
the basic cause of many of our ilinesses, and to indicate an approach to 
prevention and treatment. 

Historians refer to the ages of man as the Stone Age, the Iron Age, the 
Dark Ages, and the Age of Invention. | expect that when the history of our 
generation is written, it will be spoken of as the Age of Nerves. With all the 
demands that a fast-moving, highly competitive civilization makes on each 
one of us, it's a wonder that we have survived. The few minutes we have 
left out of each day for rest, relaxation and reflection are gobbled up by the 
mechanical monsters we've created to “entertain” us. 

The philosophy of our day tries to mold us to an unnatural pattern. We 
no longer live as individuals, but as parts of c complex machine. In playing 
ourselves down, to avoid being called conceited, we lose our dignity. 
With this firm, natural support for our self-respect weakened, we attempt 
to support it with various props. We try to keep up with the Jones’, present a 
good appearance, know the right people, and adapt ourselves to the pattern 
of the crowd. We come to judge ourselves by our props and by what others 
think of us, rather than by an honest appraisal of our own inherent good. 

The values that modern society uses to estimate the worth of an individual 
are unnetural valves that, for most of us, are difficult to attain. In trying to 
adapt ourselves to a civilization of speed, materialism, and competition, 
we develop tensions that result in our ulcers, insomnia and coronary 
occlusions. 

There is a way that we can live in these times and avoid many of the 
tensions. It each of us could take a little time out to take a good look a? 
ourselves without our props, we'd find that we're not too bad. If we could 
realize that the greatest support for our self-respect is our own humble 
feeling of personal dignity, we'd get along well without some of the 
artificial supports of money, pride and position. The man with great per- 
sonal dignity might not be successful in modern terms but, because he 
respects himself, he’s happy, contented and loved. He stands straight and 
strong. He doesn’t cringe before adversity or criticism, nor does he become 
unduly inflated by success. 

if in evaluating ourselves as individuals, we tend to set the appraisal too 
low, there is one factor we might be overlooking. This time of the year 
should remind those of us that are fortunate enough to believe, that our 
Creator loved each one of us so much that He sent His Son to live with us. 

My best wishes for a Merry Christmas and a happy, truly happy, 
New Year. 

Bernard P. Harpole, M.D. 


The Christmas letter, December 25, 1956 was a masterpiece in 


philosophical writing, with the most practical implications. 


convey so much information to his patients all at once 
without having to talk to each patient individually. 
This is illustrated by his last letter on flu vaccine. 
Through his letters, he has announced special times 
for giving polio vaccine and has given as many as 100 
shots in a morning. 

A valuable by-product of the letter has been a 
mimeograph machine, Dr. Harpole explained. He says 
it is surprisingly cheap and easy to run and is per- 
fect for providing forms and instruction sheets used in 
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practice. He, of course, uses it for collection lette:s, 
clinical sheets and history forms. He prepares thr:e 
sets of instructions for OB patients and one on baloy 
care when the mother leaves the hospital. 


Relieves Telephone Problem 


Dr. Harpole describes some of his letters as a bit 
“vitriolic.” But a letter on the subject of the telephone 
paid off in much smoother office operation: 

“While we’re on the subject of ‘the telephone, it 
might be well to give it a little more attention. My 
secretary has ‘stalled’ many of you when you call in, 
and asked you if I might call back. You’ve all been very 
nice about it, and I’ve tried to call back as soon as I 
could. She always puts the emergency calls through if 
you tell her what it is. One of the worst complaints 
about doctors is that they make appointments for a 
certain time and then see their patients two hours 
later. The constant interruption with telephone calls 
is one of the reasons for this. I used to run into some of 
the darndest situations when I allowed my work to be 
interrupted by calls. It’s a little difficult to discuss 
quite a number of things that go wrong with people 
over the phone, while another patient is sitting across 
the desk from me. A little imagination on that one 
ought to produce some pretty good cartoon captions.” 

In his letter of December 25, 1955, the doctor took 
up the subject of medical deductions, advising his 
patients “to keep track of these items” in the coming 
year. The letter of March 25, 1953 paved the way to 
smoother patient relations by inviting everyone to 
discuss fees at any time. 


Gives Tips on Writing 


Always, Dr. Harpole’s letters are informative, nat- 
ural and reassuring. He advises that in general the 
letters should not pertain to the doctor himself. He 
should not compare himself to other doctors and 
should not take issue with too many things. Although 
facts weigh heavier than opinion in the letters, there 
are some exceptions, as in his letters of October 25 and 
November 25, 1956: 

“It will probably not surprise you very much to find 
that this month’s letter isn’t quite like the others have 
been. I’m as interested in the coming election as every- 
one else is, and I’d like to say something about it. . . 
I like the direction the government has taken since 
Ike was elected, and Id like to see him have a chance 
to show us what he can do for another four years. As 
a doctor, I think that Ike has as good a chance of sur- 
viving those four years as Stevenson has. . . (November 


25, 1956) “I wasn’t surprised at the reaction to last . 
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month’s ‘politicking’ letter. Just like the candidates 
I was backing—some were for and some against it. A 
few people, however, questioned the propriety of a 
doctor mentioning politics. My only answer to those 
few is that even doctors are citizens and every citizen 
is guaranteed freedom of speech and freedom of the 
press in the Bill of Rights, the first ten amendments to 
the Constitution.” 


Gives ‘Inside’ Look 


Occasionally the reader is given a better under- 
standing of some of medicine’s own problems, which 
inescapably are the public’s problems, too, as in the 
letter of May 25, 1953: 

‘As most of you know, I am a general practitioner. 
They say that we general practitioners keep knowing 
less and less about more and more until finally we 
know nothing about everything. On the other hand a 
specialist keeps knowing more and more about less 
and less until he knows everything about nothing. 
We come out even. However, when we get to about 
the middle, we become pretty useful to our patients, 
if we’re used right by them. We’re gradually coming 
back to the idea that everyone should have a family 
doctor, who knows them well, and can take care of 
most of the things that go wrong with them. They 
should present him with all their ills, and trust his 
judgment enough to be sure that he will treat every- 
thing that he can handle well, etc. . .” 

Health information, of course, bulks large in the 
Harpole letters. His letter of March 25, 1957 deals with 
thumbsucking: ‘“Thumbsucking in older children has 
been attacked by a new treatment. If you attach a 
little plastic tube to the thumb with adhesive, it breaks 
the suction and discourages the child even more than 
bad-tasting paint on the thumb. I’ve seen it work.” 

On September 25, 1956, he wrote of aspirin: “As- 
pirin is good for many things besides headaches. It will 
usually bring a fever down. It’s the chief ingredient of 
many advertised ‘arthritis cures’ and still the best 
single thing we have for arthritis. It will relieve many 
muscular aches and pains, and has a very wide margin 
of safety.” 


Emphasizes Timely Topics 


The letters are enhanced by timeliness, as was his 
warning against low protein diets of July 25, 1956: In 
the latest issue of the Journal of the American Medical 
Association, there is a letter from a member of the 
Rockefeller Institute that says in part: ‘The magazine 
articles failed to give sufficient warning of the poten- 
tial hazards of low-protein diets. The amount of pro- 
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tein in both our low-protein diets is near the minimum 
for a healthy adult and any further reduction carries 
the risk of serious liver damage.’ ” 

Most of the letter of January 25, 1953 is devoted to 
childhood diseases—chicken pox, measles, German 
measles, polio, and to tonsillectomy. “This is the time 
of year that most of the diseases of childhood occur,” 
he wrote. “It might be well to devote most of this letter 
to them. For those of you that aren’t worried about 
kids, this might be a little dull.” 

The doctor sometimes includes helpful advice in the 
form of thumbnail book reviews: “Ideal Marriage by 
Van der Velt, isn’t just another ‘sex book.’ It’s writ- 
ten in a clean nonsensational way and has been useful 
to people with marriage problems at any age. It’s 
a little expensive, around $10, I think, but there are 
several copies at the public library.” 


Have Reassuring Overtones 


One of the things Dr. Harpole’s patients would miss 
most if he should stop writing his letters—which he 
has no intention of doing—would be the friendly, 
strong reassuring words: 

‘tA few things have happened in the past few months 
tliat have set me thinking. We sometimes tell patients 
that there isn’t anything that we can do for their ill- 
ness, that they'll just have to put up with it. I found 
that I’d been guilty of that very thing several times last 
month, Patients came in with old complaints, and in 
the meantime we’d found ways to treat them. Strangely 
enough some of them have now recovered. I think 
that it’s a pretty good idea to check in every year or 
two with the old ‘incurable’ complaint and let us take 
another reading. Some day we might find a pill, or a 
shot or an operation for it.” 

Dr. Harpole’s patients are fortunate that he shares 
his philosophical outlook, as in his comment on “senior 
citizens” in his letter of August 25, 1954: “I think 
it’s important that each of us develop a hobby or an 
interest that we can still enjoy when we’re over seventy. 
Nothing is more pitiful than the man who’s worked 
hard all his life to retire at 65, into the vacuum of 
idleness and social security checks. And there are 
very few things more pleasant than the contentment 
of a Grandma Moses with her painting, or a fine old 
man with his grandchildren, his garden and his work- 
shop.” 

For good public relations and smoother office oper- 
ation, for the patient’s benefit in health education and 
reassuring guidance, Dr. Harpole’s letters cannot be 
recommended too highly. Copies of ten of Dr. Har- 
pole’s letters are available on request from the 
Academy’s headquarters office. 
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It's Time for the Coroner's Post-Mortem 


GLENN W. PERGUSCN 


The following article, reprinted 
from the August, 1955 tse 

of the JOURNAL OF THE AMERICAN JuDICAT ORE. 
deals with a subjec‘ too long ignored in-medical circles, 
The author is now ministrative assistant 


to the chancellor of the University of Pittsburgh. 


NEXT TO THE SHERIFF, the coroner is the oldest judicial 
officer in the Anglo-American legal system. The office 
is of such ancient origin that even the century of its 
creation is disputed. The Articles of Eyre of 1194 
provided that the justices should select four individt- 
als to safeguard the pecuniary interests of the king. 
As the designated representatives of the king or crown 
(corona, hence coroner), their duties were varied and 
extensive. 

“They had ministerial duties, as the keeping of 
records to be used by the justices in Eyre in their 
searching inquiries; they had magisterial duties, as the 
causing of persons to be arrested; they had executive 
duties, as the issuing of process when the sheriff was 
disqualified; and finally, they had judicial duties, 
as the holding of inquests to determine the Crown’s 
interest with respect to wrecks, royal fish treasurer 
trove, and unexplained death.” 

Under the early English law, the chattels of men 
who committed suicide or received a sentence for a 
felony were forfeited to the crown. The coroner served 
as the collections agent. In addition, it was his duty 
to examine and dispose of bodies of people who fell in 
public places or along the roads, and according to the 
law, he could legally claim for the crown whatever of 
value was found on the body. 

As the power of the English king was gradually 
curtailed, the coroner’s office degenerated from its 
early prominence to that of a minor local official 
charged with the responsibility of holding inquests in 
deaths occurring under violent, unnatural or suspicious 
circumstances. The decline of the power and prestige 
of the coroner’s office began in the fourteenth century, 
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and in the course of time, the forfeiture of property on 
conviction of felony disappeared. As the coroner's 
fiscal duties were eliminated, he became more active in 
the prosecution of homicide cases, and in the eighteent! 
century Blackstone said, “The office and power of a 
coroner are also, like those of the sheriff, either 
judicial or ministerial; but principally judicial . . 
(those duties consist) first in inquiring when any per- 
son is slain, or dies suddenly, or in prison, concerning 
the manner of his death.” This concept of the office of 
coroner was transplanted to the American colonies, 
and in the United States, today, we think of the coroner 
as an official whose primary duty is to investigate 
deaths occurring under unnatural or mysterious cir- 
cumstances. 


Determining the Cause of Death 


The annual reports of the director of the Bureau of 
the Census reveal that approximately 10 per cent of 
all deaths in the United States result from violent or 
unnatural causes. Eighty per cent of these deaths re- 
sult from accidents, 15 per cent from suicide and 5 per 
cent from homicide. In addition to the 10 per cent 
requiring official investigation, medical examiner re- 
ports in large metropolitan areas reveal that there is 
another 10 per cent surrounded by obscure causes and 
unknown circumstances which also require analysis. 
For example, a cadaver may be found in an isolated 
hunting lodge or on a deserted ocean beach. The 
greater majority of these deaths can be attributed to 
natural causes, but the possibility of accident or vio- 
lence is present, and they must be carefully examined 
in order to establish the cause of death. Thus it appears 
that approximately 20 per cent of all deaths in the 
United States involve circumstances which necessitate 
official investigation. 

If these statistics remain stable, there are more than 
32 million Americans now living who will die under 
violent or obscure conditions. The law of averages will 
decree that many of us will be subjected to death 
under mysterious circumstances. If we make our exit 
as the result of foul play, we want to be assured that 
the illegal act will be discovered and that the perpe- 
trator will pay his debt to society. If our demise is the 
result of an accident, we want to be assured that the 
double indemnity provisions of our insurance policy 
will be available for our designated beneficiaries. From 
the point of view of our family and relatives, they will 
want to know of the cause of our death to facilitate 
their adjustment and to be certain that there is no 
physical condition which may have hereditary reper- 
cussions. For these reasons, it is manifest that an ac- 
curate finding of the medical cause of death is of 
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major importance to the individual, his family and 
society. 

It is invariably the duty of the coroner or his offi- 
cial equivalent to conduct an inquiry to determine the 
cause and circumstances of deaths known or suspected 
to have resulted from criminal or negligent acts. The 
law usually requires that he go where the body lies and 
take immediate charge of it. As a rule the law states 
that he shall view the body and the premises where 
it lies. In addition to viewing the body he may be em- 
powered by law to perform or to have performed an 
autopsy if he, his jury or the county attorney de- 
crees such a procedure necessary. In most of the states, 
the coroner has well-defined legal functions in addi- 
tion to the medical duties described above. He is 
authorized or required to impanel a jury, subpoena 
witnesses, administer oaths, take medical as well as 
nonmedical evidence, deliver a verdict and issue a 
warrant for the arrest of individuals to be held for trial. 


The Coroner System Today 


In most of the 3,072 counties in the United States, 
the coroner is a county officer elected by popular vote 
of the county for a limited term of office. County 
practices within many states vary considerably, making 
it difficult to generalize concerning state practice; 
however, Chart 1 should provide an accurate view of 
prevailing state practices. In 25 states the office of 
coroner is authorized by statute, in 18 by constitu- 
tional provision, in four by a combination of state 
statute and county home rule and in one state the 
office of coroner is authorized by constitutional pro- 
vision and by statute. In states where the coroner’s 
office is governed by the constitution, the question of 
possible revision or abolition of the office is complicated 
by the necessity for constitutional amendment. 

The method of selection varies considerably, but 
in 38 states the coroner is elected by direct popular 
vote. In 29 of these states, the coroner serves as an 
independent court officer ; in seven, local justices of the 
peace discharge the coroner’s function; in one state 
the coroner’s duties are handled by the county at- 
torney, and in one state the prosecuting attorney is 
awarded a double assignment. In the ten states where 
the coroner or medical examiner is appointed, three 
are appointed by superior or county courts, three 
by the governor, two by the state health commissioner, 
one by the attorney general and one by an independent 
commission, 

The tenure of office is generally either two or four 
years, but four states stipulate a term of three years, 
one state five years, one state seven years, and in three 
states the term of the coroner is not mentioned. 
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Other than the conventional requirements of age, 
residence and citizenship, there are no additional 
prerequisites in 38 states. In nine states the coroner 
or medical examiner is required to be a licensed medical 
doctor, and in one state the coroner must be a member 
of the bar. 

In 38 states the coroner or medical examiner is 
compensated on a varying fee basis for each investiga- 
tion completed. In eight states there is a combination of 


The law usually requires that the coroner go to the place where the 
body lies and take immediate charge of it. As a rule the law states 
that he shall view the body and the premises where it lies. 


Under the “Model Post-Mortem Examinations Act,” drafted by the 
National Conference of Commissioners on Uniform State Laws, a 
chief medical examiner would direct the Office of Post-Mortem Exami- 
nations. The examiner would be required to be a physician with a 
minimum of two years’ postgraduate training in pathology. 
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salary and fees, in three states a fixed salary is pro- 
vided, in one state the coroner receives necessary 
expenses and in one state the payment of the coroner is 
not defined. 


Reform of the Coroner System 

For more than a half a century, the coroner system 
in the United States has been condemned by individual 
writers, independent commissions and _ professional 
organizations. In the 1870’s a common practice of 
Massachusetts coroners was brought to the attention of 
the public, resulting in widespread indignation. A 
county coroner found the body of a small child floating 
in a river. The coroner conducted an inquest, received 
the required fee and the body was returned to the 
river. The same illuminating procedure was repeated 
by other local coroners downstream. After this flagrant 
display of enlightened post-mortem examination, the 
elective coroner system was replaced by medical 
examiners appointed by the governor. The investiga- 
tions of the medical examiner in Massachusetts were 
limited to cases of suspected violence and the examiner 
was not allowed to perform an autopsy unless he was 
duly authorized by the district attorney or other 
designated official. These restrictions impeded the 
effectiveness of the medical examiner, but the Mas- 
sachusetts Plan was a vast improvement over the 
former system, and several New England states have 
adopted similar reforms. 

In 1915, New York City inaugurated a central 
medical examiner’s office. The most prevalent criticisms 
of the New York City coroner system were that the 
records of cases were inadequate, and that with few 
exceptions-the medical investigation completed by the 
coroner was inferior in quality. “The fatal weakness of 
the system, however, was that it was based on the 
theory that the coroner, an elected official and fre- 
quently not a doctor, was empowered to determine by 
judicial process the cause of death in any case coming 
under his jurisdiction, or in other words to apply a 
legal means to solve a purely medical problem.” 

In 1939 the state of Maryland enacted the Maryland 
Post-Mortem Examiners Law prescribing a compre- 
hensive method of examining deaths for possible crimi- 
nal causes. Although the Virginia statute of 1946 is 
also regarded as a model, the Maryland statute is 
generally considered the most efficient post-mortem 
act in the United States. | 


The National Municipal League 


Under the devoted leadership of Richard S. Childs, 
the National Municipal League completed a study in 
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1951 of the coroner and medical examiner systems. 
This study was supported by the American Academy 
of Forensic Sciences, the Criminal Law Section of the 
American Bar Association, the American Judicature 
Society, the American Medical Association and the 
National Civil Service League. The final report was 
drafted by Dr. Richard Ford, Director of the Depart- 
ment of Legal Medicine of Harvard University, result- 
ing in the publication of “A Model State Medico- 
Legal Investigative System” under the auspices of the 
National Municipal League. The model statute recom- 
mended a medical examiner who would be a trained 
pathologist with extensive experience in investigating 
violent deaths. The state medicolegal investigator was 
to be appointed by a supervisory commission and to 
be assisted by a central state medicolegal laboratory. 
These recommendations were based on the following 
analysis: ‘It is an incontestable fact that, throughout 
the greater part of the United States, inquiry into 
the cause of violent death from obscure causes is the 
responsibility of laymen or physicians lacking the 
experience and technical aids necessary to establish 
the true cause and manner of death. That such a 
situation be permitted to exist means there is no realiza- 
tion of the need for skilled investigators and no con- 
cern for the injustice and tragedy that may and does 
result from the misinterpretation of medical evidence.” 

Following the publication of the model statute, 
widespread support for the state medical examiner as 
a substitute for the elective coroner resulted in the 
introduction of corrective legislation in several states. 


The Model Act 


In 1952, the National Conference of Commissioners 
on Uniform State Laws became interested in the pos- 
sibility of reforming the obsolete coroner system. After 
a thorough study of existing state practices the com- 
missioners drafted and approved the “Model Post- 
Mortem Examinations Act” at the 1954 annual con- 
ference. The Model Act would create a Commission 
on Post-Mortem Examinations of ex-officio state of- 
ficers such as the attorney general, the superintendent 
of state police, the state commissioner of public health 
and the deans of the medical school and the law school 
of the state university. The commission would appoint 
a chief medical examiner who would direct the Office 
of Post-Mortem Examinations. The Chief Medical Ex- 
aminer would be required to be a physician with a 
minimum of two years postgraduate training in pa- 
thology. In general, the chief medical examiner would 
supersede the office of the coroner, and he would be 
granted authority to conduct post-mortem examina- 
tions. 
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THE CORONER SYSTEM IN THE UNITED STATES* 


State Legal Basis Mode of Selection Term 
Alabama (2) Stat Elect 4 
Arizona (2) Stat Elect (JP’s) 2 
Arkansas (2) Const Elect 2 
California (2) S & Home R. Elect 4 
Colorado Elect 2 
Connecticut (2) Stat Appt by Sup Ct. 3 
Delaware Const Elect 2 
Florida (2) Stat Elect (JP's) 4 
Georgia (2) Stat Elect 4 
Idaho Const Elect 2 
Illinois Const Elect 4 
Indiana Const Elect 4 
Iowa Stat Elect 2 
Kansas Stat Elect 2 
Kentucky Const Elect 4 
Louisiana (2) Const Elect 4 
Maine (1) _ Stat ‘ Appt by Gov. 4 
Maryland (1) Stat Appt by Comm. Indef. 
Massachusetts (1) Stat Appt by Gov. 7 
Michigan (2) Stat Elect 2 
Minnesota Stat Elect 4 
Mississippi Const Elect 4 
Missouri, Stat. Elect 4 
Montana ~ - Const Elect 4 
Nebraska Stat Elect (Cty Att.) 4 
Nevada Stat Elect (JP's) 2 
New Hampshire (1) Const Appt by Gov. 5 
New Jersey (2) Stat Elect 3 
New Mexico Stat Elect (JP's) 2 
New York (2) S & Home R. Elect 3 
North Carolina Const Elect - 4 
North Dakota Stat Elect 2 
Ohio: (2) S & Home R. Elect 4 
Oklahoma Stat Elect (JP's) ? 
Oregon ie Const Elect 4 
Pennsylvania : Const Elect 4 
Rhode Island (1) Stat Appt by Att. Gen. 4 
South Carolina Const Elect qd 
South Dakota Const Elect | 
Tennessee Const Appt by Cty Ct. 2 
Texas Stat Elect (JP’s) 2 
Utah S & Home R. Elect (JP’s) 4 
Vermont (1) Stat Appt (Health C.) Indef. 
Virginia (1) Stat Appt (Health C.) 3 
Washington Stat Elect 2 
West Virginia Const Appt by Cty Ct. Indef. 
Wisconsin (2) Const Elect 2 
Wyoming Stat Elect 1 


Qualifications (3) Compensation 
None Fees 
None Fees 
None Fees 
None Indef. 
None Fees 
Attorney Salary 
None F&S 
None Fees 
None Fees 
None Fees 
None Fees 
None F&S 
None Fees 
None Salary 
None Fees 
MD F&S 
MD Fees 
MD Fees 
MD Fees 
None Fees 
None Fees 
None Fees 
None Fees 
None F&S 
None Exp. 
None Fees 
MD Fees 
None Fees 
None Fees 
None Fees 
None Fees 
None Fees 
MD Salary 
None Fees 
None Fees 
None F&S 
MD F&S 
None F&S 
None Fees 
None F&S 
None Fees 
None Fees 
MD Fees 
MD Fees 
None Fees 
None Fees 
None Fees 
None Fees 


(1) Coroner replaced by medical examiner. (2) Medical examiner in certain counties. (3) Other than age, residence and 


citizenship. 


* Principal sources: < Gyroners in 1953,” National Municipal League, New York, New York, 2nd edition, 1954. The Coroner 
System in Minnesota,” Minnesota Legislative Research Committee, February, 1954. 
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The commissioners came to the conclusion that the 
chief medical examiner “must be infallible in determin- 
ing the direction of a bullet through the body. He must 
know how to remove the organs of the neck in order 
to demonstrate manual strangulation without destroy- 
ing either the tissues to be examined or structures 
vital for subsequent embalming. He must know whether 
a hemorrhage in the brain caused the fall or whether 
the fall caused the hemorrhage. He must know how to 
determine whether death was due to drowning or 
whether the victim was dead when thrown into the 
water. He must know whether multiple fractures re- 
sulted from a fall or from being struck by a motor 
vehicle. If death resulted from a fall he must know 
how to search for evidence to distinguish among ac- 
cident, suicide and homicide. All these basic problems 
and many others, especially those concerning sur- 
reptitious poisoning, must be understood by the pa- 
thologist who is an expert in legal medicine.” With 
these stated qualifications, the commissioners agreed 
that the chief medical examiner must be a trained 
pathologist in order to discharge his duties properly. 

The Model Act follows closely the suggestions of 
the model statute of the National Municipal League, 
but in addition, the commissioners drafted a provision 
for states which are faced with a constitutional barrier 
to coroner reform. The act provides that where the 
office of coroner is defined by the constitution, the 
duties stipulated in the act will be transferred to the 
chief medical examiner, and the respective state leg- 
islatures will define the remaining functions of the 
indestructible coroners. 


Rex Morgan, M.D. 


With the medical and legal professions united in a 
concerted effort to hasten coroner reform, the role of 
public educator was undertaken by a Toledo psychia- 
trist named Nicholas P. Dallis. In a period when comic 
books and comic strips are being subjected to a scru- 
tinizing analysis by those who allege a direct cor- 
relation between comics and juvenile delinquency, Dr. 
Dallis has attempted to combine education with enter- 
tainment in presenting the medical and legal pro- 
fessions to the public. Realizing that more than 80 per 
cent of all adults in the United States read comics, 
Dr. Dallis created two fictional heroes, Judge Parker 
and Doctor Morgan, to represent their respective 
professions. This new approach to the comic strip has 
been called “picture fiction,” and Dr. Dallis defines 
the concept in the following way: ‘There has been an 
erroneous idea that comic readers don’t want to be 
educated; that they want to be entertained. The fact 
is, an individual cannot be entertained unless he feels 
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that he is learning something, whether it be factual «+ 
something pertaining to emotion. This is the reason 
for our fidelity to authenticity and realism in Rex 
Morgan, M.D. and Judge Parker.” The success of 
this theory is substantiated by the 35 million readers 
who follow the exploits of a fictional judge and doctor 
and by the personal citations received by Dr. Dallis 
from the American Medical Association and the Amer- 
ican Bar Association. 

Realizing the urgent need for a revision of the exist- 
ing coroner system, Dr. Dallis embarked on a recent 
sequence in Rex Morgan, M.D., concerning the threat 
to society of an elective coroner who does not possess 
medical training. In an entertaining and forthright 
manner, the fictitious Dr. Morgan placed the con- 
clusions of the professional organizations in the frame 
of reference of the average reader. The public’s general 
fear of autopsies, and the inherent weaknesses of the 
elective coroner were dramatically portrayed to the 
comic strip audience. The coroner was placed in a 
new perspective for millions of Americans who were 
either complacent or inadequately informed concern- 
ing the abuses of the existing system. 


State Legislatures Fail to Act 


In spite of the joint efforts of the National Municipal 
League, the commissioners on Uniform State Laws, 
and Rex Morgan, M.D., coroner reform was noticeably 
absent from the acts adopted in the recent state 
legislative sessions. At the beginning of this year, only 
20 states had adopted elements of the medical ex- 
aminer system either on a local or statewide basis. Of 
the remaining 28 states, only seven were faced with 
the task of debating the merits of the coroner system 
during the 1955 sessions. Of the seven state legislatures 
which considered bills based on the model acts, not 
one was sufficiently impressed to authorize coroner 
reform. It would appear that either the majority of our 
state legislators fall within the 20 per cent of American 
adults who don’t read comics or the ancient shibboleth 
known as patronage has again exerted its powerful 
influence over the minds of our elected representatives. 


Summary 


The office of the coroner is one of the most notable 
anachronisms in the judicial system of the United 
States. It has been said that to determine by judicial 
process whether a ruptured appendix was the cause of 
death is only slightly less ludicrous than to ask a 
jury to decide whether a pain in the abdomen warrants 
the removal of the appendix. Like the coroner, the 
medical examiner would be charged with the duty of 
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investigating all cases of death involving mysterious 
circumstances, but his investigation would not be 
subject to the restrictions and inadequacies which 
plague the coroner. It is the opinion of the author 
that an appointive medical examiner, selected by an 
independent commission, trained in the science of 
medicine and preferably pathology, paid an attractive 


salary and authorized to direct a competent medical 
staff with access to extensive laboratory facilities, is 
preferable to the elective coroner in conducting in- 
volved medicolegal investigations. Death is seldom 
welcome, but with the existing coroner system, we 
can only hope that it will not occur under mysterious 
circumstances. 


Back-Pack Resuscitator 


A NEW MODEL RESUSCITATOR has been developed which can 
mean the difference between life and death in many emer- 
gencies. This back-pack model, manufactured by National 
Cylinder Gas Company, makes it possible and relatively 
easy for a rescue worker to carry a “breath of life” to a 
person who is unconscious or trapped. 

The company’s medical engineers say the new device will 
cut precious seconds from the time required to administer 
oxygen toa victim of gas poisoning, suffocation, heart failure, 
shock, drowning and many other types of mishaps. A rescuer 
wearing the back pack can restore the victim’s breathing as 
soon as he reaches him, before he attempts to move him or 
administer other types of first aid. The rescuer has both 
hands free to move debris or give emergency treatment. 

The pack weighs just about 20 pounds, and the person 


The new lightweight life-saving resuscitator makes it possible and 
relatively easy for a rescuer to carry emergency oxygen on his back. 
It is equipped with a unique contro! which adjusts the flow of oxygen 
fo the lung capacity of any patient, automatically inhaling and exhal- 
ing for him until his own breathing is restored. With a twist of a dial, 
the unit is converted to an inhalator to provide 100 per cent oxygen. 
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This papoose-like resuscitator is especially suited for use by indus- 
trial plants, volunteer fire departments that cannot afford more elabo- 
rate equipment, by bathing beaches and clubs, and even by owners 


of private swimming pools who desire instant emergency protection. 


wearing it can squeeze through almost any opening that he 
could crawl through without it. 

The unit can be equipped with dual oxygen masks—one 
for the victim, the other for the rescuer, for use in areas of 
air contamination such as mine or sewer disaster. It can also 
be used as an aspirator to suck obstructing material from 
the throat. Strap-on masks make it possible for the victim to 
be given oxygen while he is being carried on a stretcher. 
Extra tubing allows the mask to be lowered to a victim 
whom emergency crews cannot reach immediately. A con- 
scious victim can hold the mask in place. 
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Four Useful 

Mosby References 

to Help Unravel 

Some of the Problems 
You Encounter in 

Day to Day Practice 


PRACTICAL 
PEDIATRIC DERMATOLOGY 


A text that not only skillfully weaves scientific theory 
into feasible praxis for recognizing and managing 
cutaneous diseases of the young, but also re-presents in a 
usable way many ideas and procedures that are ageless. 
At ev point the attempt is made to indicate the 
practical significance of whatever theoretical is pre- 
sented. As much material as possible is cast in tabular or 
chart form for easy digestion. Illustrations are; exten- 
sively used. While the sharpest focus is on derma- 
tologic problems in the young, it contains valuable hints 
for every one concerned with cutaneous disease, regard- 
less of the patient’s age. 


By MORRIS LEIDER, Associate Professor of Derma- 
tology and Syphilology, New York University Post- 
Graduate Medical School. 433 pages, 280 photographs 
and 13 drawings. Price, $10.50. 


. MEDICAL PHYSIOLOGY 


An authoritative presentation of the whole broad fiel: 
of physiology. No part of the subject has been over- 
looked, neither has any part been treated so preponder- 
antly that it subordinates another. The experimental 
aspect of physiology is treated briefly and only in order 
to substantiate and illustrate important theories. The 
value of the book lies mainly in that it gives a concise 
and comprehensive, yet easily readable account of basic 
physiology. Its uses are not limited to today but extend 
to future years of study. 


Edited by PHILIP BARD, Professor of Physiology, The 
Johns Hopkins University. Tenth Edition. 1421 pages, 
438 illustrations, 5 in color. Price, $14.00. 


A SYNOPSIS OF 
CONTEMPORARY PSYCHIATRY 


Here is a factual presentation of the major clinical 
psychiatric problems that the physician will encounter 
in hospitals, clinics, and private practice. The material is 
organized into three general areas: a) History taking 
and diagnostic procedures; b) Clinical syndromes; 
c) Therapeutic measures. Throughout the authors have 
tried to present the eclectic approach to psychiatry. 
Small enough to fit in the sidepocket of the clinic coat it 
can be conveniently available at all times. 


By GEORGE A. ULETT, Professor of Psychiatry, Wash- 
ington University School of Medicine, and D. WELLS 
GOODRICH, National Institute of Mental Health, The 


Clinical Center, Bethesda, Md. 243 pages. Price, $5.25. 


SURGERY FOR GENERAL PRACTICE 


An entirely new approach to the surgical problems that 
come up in the everyday practice of medicine. It pro- 
vides better and more comprehensive care to patients 
with problems in the surgical areas. The address is par- 
ticularly made to those who are in want—not of addi- 
tional facts—but of a better organization of facts 
already available. The scope of the book ranges from 
seemingly minor ailments to life-endangering ca- 
tastrophes. 


By VICTOR RICHARDS, Professor of Sergey. Chair- 
man of Department of Surgery, Stanford niversity 
School of Medicine, San Francisco, Calif. 947 pages, 476 
illustrations. Price, $17.50. 


Order Today on 10 Day Approval 


St. Louis 3, 


Order today from 
THE (. V. MOSBY CO. 


3207 Washington Blvd. 
St. Lovis 3, Mo. aE 


THE C. V. MOSBY COMPANY, 
3207 Washingson Bivd., 
issouri. 
Please send me on 10 da apesowal the book(s) checked below. I understand that if 
Iam not completely sa 4 ed I can return if 
or obligation. If remittance is enclosed, publisher pays the delivery charge. 
0 Attached is my check. ([ Charge my account. 
0 Bard **MEDICAL 


Ulett-Goodrich ““SYNOPSIS OF 
CONTEMPORARY 


e book(s) within 10 days with no charge 


Leider “PRACTICAL PE- 
DIATRIC DERMATOLOGY” . $10.50 


Richards ““SURGERY FOR 
GENERAL PRACTICE”...... $17.50 
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Alcoholism. A Treatment Guide for General Practitioners. By Donald 
W. Hewitt, M.D. Pp. 112. Price, $3.00. Lea e Febiger, Phila- 
delphia, 1957. 


ALCOHOLICS, ALMOST without exception, are first known to 
and seen by their family physician who, if he comprehends 
the problem, can offer the best treatment at the earliest 
time acceptable to the patient. Dr. Hewitt has presented a 
clear, comprehensive analysis of the deep-seated medical, 
sociologic and physiologic problems that confront the 
alcoholic patient, in a manner so interesting that once the 
reader picks up the book it is difficult to lay it down un- 
finished. Dr. Hewitt has included specific recommendations 
for treatment of each separate problem and has clearly 
pointed out the difficulties and dangers associated with 
each treatment. 

This book is written for use by general practitioners and 
should be studied by every family physician interested in 
the welfare of his patients. I strongly urge every Academy 
member, whether he is interested in the problem of alco- 
holism or not, to read Dr. Hewitt’s book carefully. 

—Ge0rcE L. THORPE, M.D. 


Medical Physiology. 10th ed. Edited by Philip Bard. Pp. 1,421. 
Price, $14.00. The C. V. Mosby Co., St. Louis, Mo., 1956. 


Dr. Barp’s is the tenth edition of the well-known text 
originated by Macleod. This is the first revision since 1941, 
so that for practical purposes it may be examined as a new 
physiology textbook. Thirteen collaborators, eminent in 
their respective fields, have contributed authority to this 
book. However, the time devoted to the preparation, editing 
and publication of a large volume seems to have rendered 
this book obsolete in many areas. The following examples 
are selected at random. 

Nineteen pages are devoted to the blood, exclusive of 
clotting. There are 51 references appended to this section. 
The most recent of these was published in 1948. To cite a 
case: One finds in the discussion of the formation of erythro- 
cytes no reference to the role of vitamin By. There is refer- 
ence to extrinsic factor—-“It was once thought to be the 
vitamin By but this is not the case.” 

In the section on blood clotting, of 102 references, there 


GP December 1957 


Practitioner's Bookshelf 


is only one published as recently as 1950. In view of the 
many important developments in this field since that time, 
this suggests inadequate coverage. 

There are 360 references to 12 chapters on circulation. 
Of these, four were published as recently as 1951. Some 
deficiencies are unrelated to more current literature. One 
might cite the lack of discussion of any mechanism of 
auricular flutter and fibrillation other than the “circus 
movement” theory. Perhaps of little significance, yet 
noticeable, is the devotion of a page to the indirect (and 
outmoded) application of the Fick principle using foreign 
gases. Yet, there is no mention of the indicator-dilution 
method of measuring cardiac output using dyes or iso- 
topes, a technique attracting great interest in the past 
several years. Such examples are innumerable. 

This edition includes excellent discussions of blood vol- 
ume, body fluids and the kidney by M. I. Gregersen, and 
the scholarly up-to-date treatise on respiration by C. F. 
Schmidt. Metabolism and the nervous system are well 
treated. 

The student must use and trust his textbook of physi- 
ology. And the practitioner purchasing a new textbook of 
physiology is interested in reasonably current thought, or 
he could stick with the one he used in school. For these 
reasons, the deficiencies mentioned above have been cited. 
The book, otherwise, is clearly written and nicely printed. 

—Joun C. Rose, M.D. 


Atlas of Clinical Endocrinology. By H. Lisser, M.D. and Roberto F. 
Escamilla, M.D. Pp. 476. Price, $18.75. The C. V. Mosby Co., 
St. Louis, Mo., 1957. 


Tuis 1s the first edition of an important contribution to 
the literature in clinical endocrinology. 

The presentation is patterned closely after Wilkins’ 
Endocrine Disorders in Childhood. Emphasis is placed on 
meticulous observation of the patient in the diagnosis of 
endocrine disease. The text is succinct, and the illustra- 
tions, comprising 148 composite plates, with few exceptions 
bring to life the problems under discussion. Detailed lucid 
legends enhance to the fullest extent the wealth of pictured 
material and emphasize the great value of serial photographs 
in clinical evaluation of these patients. 
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Particularly outstanding, both from the descriptive or- 
ganization and pictorial coverage, is the section dealing 
with gonadal abnormalities. A review of applicable diag- 
nostic studies is included in each section; and these are 
) evaluated in the light of the authors’ extensive experience 
regarding their relative value. Brief but pertinent biblio- 
graphic references are appended to each section. 

The appendix contains excellent reproductions of normal 
growth curves covering ages 1 through 21. Also of value is 
a tabulation of the time of appearance and union of epi- 
physeal centers, a useful aid in selection of the proper 
x-ray study for evaluation of the patient’s bone age at 
various chronologic periods. 

Failure to mention the newer tests of renal phosphate 
excretion in the diagnosis of hyperparathyroidism seems to 
this reviewer a serious defect in the section on parathyroid 
disease. The recommendation for pituitary irradiation as 
the initial therapy of the patient with Cushing’s syndrome, 
if the patient is not too ill, is a controversial one, since the 
weight of competent opinion favors surgical exploration to 
rule out the presence of an adrenal tumor prior to pitui- 
tary irradiation. This alternate point of view should be 
indicated. 

No comment was found in the thyroid section on the 
value of the demonstration of a slow relaxation phase of 
the deep tendon reflexes in the clinical evaluation of myxe- 
dema. This pseudomyotonia, in the reviewer’s experience, 
has proved to be an invaluable sign on many occasions. 

The volume is well indexed and is easily read. It can be 
recommended to any physician who sees patients with endo- 
crine diseases—to the endocrinologist, pediatrician, the 
obstetrician-gynecologist—and particularly to the general 
practitioner who usually is the first to encounter the mani- 
festations of endocrine disease, and thus becomes the most 
important link in the chain leading to correct diagnosis 
and proper therapy. —Joun J. Canary, M.D. 


Fluid and Elecfrolytes in Practice, 2nd ed. By Harry Statland, M.D. 
Pp. 229. Price $6.00. J. B. Lippincott Co., Philadelphia, 1957. 


THE TRANSITION from fluid therapy by intuition, using 
saline and sugar solutions, to specific therapy applicable 
to the body needs, is difficult. This may be true particu- 
larly for the general practitioner who has been long re- 
moved from the basic sciences of physiology and chemistry. 
By combining a logical approach with an easy readability 
and simple illustrations, the author has provided the 
student and practitioner the means to make that transition. 

Part One discusses the basic principles underlying the 
alterations that occur in fluid and electrolyte balance. The 
first chapter is devoted to a review of the nomenclature, 
units and calculation of measurements, distribution and 
chemical composition of the body fluids. The second chap- 
ter describes the movement and regulation that take place 
when there are fluid alterations. With this background, 
subsequent chapters deal with volume variations, imbal- 
ances, water loss and the depletions of the specific electro- 
lytes. Each detailed discussion follows the sequence of 
describing the causes, the fluid shifts, the blood and urinary 
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changes, the clinical picture and the requirements of fluid 
therapy. 

Part Two applies the basic principles to the treatment 
indicated for special conditions. Included are chapters on 
heart disease, kidney and urologic diseases, diabetic acido- 
sis, pediatric fluid balance, burns, cirrhotic ascites and 
toxemia of pregnancy. 

Since any explanation of the subject must draw heavily 
on purely academic considerations, there are occasions 
when the discussion deviates from the practical to experi- 
mental speculation. These digressions are kept to a mini- 
mum, however, and the author confesses to erring toward 
oversimplification to achieve practical intelligibility. For 
the reader who may wish to delve more deeply into the 
physiology and experimental documentation, there is a 
comprehensive list of 238 references at the end of the book. 
These are segregated according to pertinent aspects of the 
subject covered. 

The second edition has added much recent information 
on the metabolism of potassium and the control of its excre- 
tion by the kidney. The section on the electrocardiographic 
changes manifested by alterations in the serum potassium 
concentration has been rewritten extensively. It now 
emphasizes that these changes show no consistent charac- 
teristic patterns. The effect of salicylate poisoning on acid- 
base balance has been included with pediatric fluid balance. 

The author has made an admirable contribution to the 
scant library available, explaining the need for specific fluid 
therapy, how to recognize such need from the clinical 
symptoms and signs, and how to translate it in terms of 
hospital orders for available fluids. The book is recom- 
mended to all practitioners who desire to employ the latest 
concepts of fluid therapy. —R. V. Kron, M.p. 


Hemorrhagic Diseases. By Armand J. Quick, Ph.D. Pp. 451. 
Price, $9.50. Lea and Febiger, Philadelphia, 1957. 


Tuis NEw book on hemorrhagic diatheses is described by 
the publishers as ‘‘a sound, informative discussion of hemo- 
stasis ... a practical guide to the understanding, diag- 
nosis, management and treatment of the many bleeding 
disorders encountered in practice.” Dr. Quick has had 
long and varied experience in the field and is certainly a 
well-qualified author. The literature is well covered through 
the early 1950’s, and there are a few references as late as 
1956. 

The author has made a valiant and reasonable attempt 
to do justice to all theories of coagulation, while emphasiz- 
ing his own beliefs. Generally, his current views on the 
clotting process are explained as clearly and simply as the 
complex subject allows. Occasionally he is confusing, as in 
instances where he uses “prothrombin” and “prothrombin 
activity” interchangeably to mean the activity measured 
by the one-stage prothrombin time. 

The book is readable and adequately illustrated. Of 
particular interest is the historic development of coagula- 
tion theory, in which the author has had active participa- 
tion. His emphasis on vascular factors in hemostasis is 


refreshing, although difficult to study. The chapter on the 
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laboratory methods in current use in Dr. Quick’s laboratory 
is excellent, and the book would be worthwhile were this 
the only section. 

The book may be highly recommended for physicians 
such as clinical pathologists who are intimately connected 
with evaluation and treatment of coagulation disorders. It 
should be on the bookshelf for ready reference in any 
laboratory where clotting work is done. It should be part 
of every general medical library, but it cannot be recom- 
mended for the busy practitioner’s bookshelf. Coagulation 
theory and practice in their present forms are not ready 
for most physicians. Although this book would be excellent 
for occasional reference in time of need, more than the 
emergency evaluation and treatment of hemorrhagic dis- 
ease is still largely a matter for the specialist. 

—Paut R. McCurpy, 


A Textbook of Histology, 7th ed. By Alexander A. Maximow and 
William Bloom. Pp. 628. Price, $11.00. W. B. Saunders Co., 
Philadelphia, 1957. 


For A NUMBER of years this book has served as one of the 
standard textbooks for medical students studying anatomy 
and histology. Now in its seventh edition, it is sure to 
retain its eminent position in the field. 

For physicians who have been away from the study of 
histology for some period of time, it is refreshing to dis- 
cover the remarkable changes that have been made in the 
teaching of histology. Such discovery comes quickly in 
reviewing a book of the type prepared by Maximow and 
Bloom. Outstanding are the introduction of certain dy- 
namic concepts into the teaching of histology. In addition, 
there is the stimulating effect of a profuseness of illustra- 
tion, including a great deal of illustration in four-color. 
The clarity of text and illustrations alike is a strong tribute 
to all who have been concerned in the preparation of this 
book. 

For physicians in practice a textbook of histology rarely 
serves any practical purpose. However, it is occasionally a 
valuable reference source, and the book by Maximow and 
Bloom would be an excellent replacement for those who 
possess books that are long since out of date. 

—Huceu H. Hussey, m.p. 


Surgery in World War Il. Orthopedic Surgery in the European Theater 
of Operations. By Col. John B. Coates, Jr., M.C., Mather Cleve- 
land, M.D. and Elizabeth M. McFetridge, M.A. Pp. 397. Price, 
$4.00. Office of the Surgeon General, Department of the Army, 
Washington, D.C., 1956. 


THIS INTERESTING BOOK, prepared and written under the 
direction of the surgeon general, United States Army, is a 
rather complete account of the role of orthopedic surgery 
in World War II. It presents in a concise manner the 
treatment, and results of treatment, of the tremendous 
number of bone and joint and related injuries occurring 
in the European Theater. 

The text also deals with the hospital facilities available, 
training of orthopedic personnel, and directives issued for 
mass management of casualties with bone and joint injuries. 
There are also chapters on adjunct therapy and postopera- 
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tive complications, as well as a short reference to rehabilita- 
tion. 

The book is very easy and interesting to read and would 
undoubtedly be of value to the general practitioner who 
must do considerable orthopedic work. However, in my 
opinion, it is not a good reference book and probably was 
not intended as such by the authors. 

Reading this book makes one realize how well the medi- 
cal department of the United States Army dealt with ortho- 
pedic problems of World War II. 

—Georce E. Burkert, JR., M.D. 


Year Book of Drug Therapy, 1956-1957. Edited by Harry Beckman, 
M.D. Pp. 514. Price $6.00. The Year Book Publishers, Chicago, 
1957. 


Tuis YEAR BOOK, like any year book, attempts to peruse the 
recent literature in the field and present it in an edited 
form. The articles abstracted in this Year Book of Drug 
Therapy are taken from journals received between August, 
1955, and August, 1956. 

Dr. Beckman very properly has focused attention on the 
many drugs that have been developed recently that affect 
mood and behavior. The entirety of his introduction of 
this year book is devoted to the discussion of current views 
regarding serotonin and lysergic acid diethylamide (LSD). 
Although the picture is blurred, as the author himself 
admits, nevertheless the serotonin-LSD developments are 
the most important and exciting pharmacologic topics of 
the past year. 

The book in general is well edited, with the keen obser- 
vations and wit of Dr. Beckman to help support or refute 
the conclusions of the various articles presented. It is 
particularly interesting and helpful to note that his obser- 
vations support the suspicions or approbations you, as the 
reader, may have as you come to the end of one or a series 
of articles. 

Because of the tremendous upsurge in pharmaceuticals 
in recent years, such a book as this is quite necessary to 
aid the physician in resisting the overpowering demands 
of patients’ symptoms and the “‘miracle cures” of the drug 
salesman. —Armon A. Cairo, M.D. 


Also Received 


AttHoucH GP endeavors to publish as many reviews of 
books as possible, space will not permit the review of all 
books received from publishers. 


Goepp’s Medical State Board Questions and Answers, 9th ed. By 
Harrison F. Flippin, M.D. Pp. 569. Price, $8.00. W. B. 
Saunders Co., Philadelphia, 1957. 


Lecture Notes on the Use of the Microscope, 2nd ed. By R. Barer, 
M.C. Pp. 76. Price, $1.50. Charles C Thomas, Springfield, IIll., 
1957. 


Practitioners’ Conferences Held at New York Hospital-Cornell Medical 
Center, Vol. 6. Edited by Claude E. Forkner, M.D. Pp. 378. 
Price, $6.75. Appleton-Century-Crofts, Inc., New York, 1957. 
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Extensive Study Results in Michigan’s Broadened Blue Shield Plan 


Effect of State Medical Society's Plan 
On Community Health Association Uncertain 


Just How Michigan State Medical Society’s broadened 
Blue Shield Plan will affect the Walter Reuther-sup- 
ported Community Health Association in Michigan re- 
mains to be seen. 

Illness kept Mr. Reuther, president of United Auto 
Workers, from speaking at the medical society’s annual 
meeting in Grand Rapids, but his speech was read for 
him by Leonard Woodcock, a union vice president. In 
it, Reuther reiterated that UAW is currently backing 
Community Health Association. However, he departed 
from his usual criticism of the state society and com- 
mended the broadened Blue Shield Plan, terming it 
“real progress’. 

Meanwhile the society’s recommended comprehen- 
sive plan has been transmitted to Michigan Medical 
Service for devising the types of plans for extended 
coverage and figuring the rates. 

Actually, the new prepayment principles adopted 
late in September by the Michigan house of delegates 
are the result of more than two years of planning based 
on a Market Opinion Survey and the reports of two 
society committees—one appointed to study compre- 
hensive prepaid insurance plans (unofficially called 
the Qwen’s Report) and the other the Committee on 
Michigan’s Medical Service. 

Michigan physicians point out that the medical 
society is simply responding to the demands of the 
public for extended coverage. 

It was while Dr. Arch Walls of Detroit, early-day 
leader in the American Academy of General Practice, 
served as president of Michigan State Medical Society, 
that this study took place. 
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Participation Limit 


The most revolutionary portion of the new plan is 
the setting of limits, ranging from $25 to $75, on what 
patients with family incomes up to $7,500 will have to 
pay in any calendar year—no matter how many times 
they use Blue Shield. 

The medical society recommended that the follow- 
ing plans be set up—Plans A, B and C. All three will 
provide full service benefits. 


Patient 

Participation 

Contract Limit 

A. Basic income is less than $2,500 $25 

B. Basic income is $2,500 $50 
but less than $5,000 

C. Basic income is $5,000 $75 


but less than $7,500. 

Income will be determined by the current rate of 
earnings of the basic wage earner and not on family in- 
come. The total fee for persons whose incomes exceed 
$7,500 shall be an agreement between the physician 
and the patient. For subscribers who are given care by 
nonparticipating physicians, the payment, which will 
be in accordance with the fee schedule, will be paid 
directly to the consumer. 

For any necessary service other than surgical and 
obstetrical and anesthesia, the Blue Shield proposal 
suggests that the subscriber should have a degree of 
financial participation in paying medical fees in addi- 
tion to his premium. 


The doctors specified that the responsibility of the 
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subscriber should be not less than 10 per cent, or $5, 
whichever is more, but not more than the scheduled 
fee allowance. 


Basic Program 


Complete freedom of choice of physician by the 
patient continues as the cornerstone of the Blue Shield 
plan. All benefits will be on a service basis consistent 
with a Relative Value Scale which the society will 
develop. 

The following services are to be included in any 
basic program: 

(1) Surgical procedures wherever performed. 

(2) Medical services when the patient is confined to 
a hospital. 

(3) Consultation service for surgical cases, obstetric 
cases and in-hospital medical cases; surgical assistants 
where required. 

(4) Obstetric services in normal delivery, Cesarean 
section or abortion and complications of pregnancy, 
but not to include prenatal and postnatal care. 

(5) Anesthesia by a physician who is not an em- 
ployee of a hospital. 

(6) Diagnostic laboratory procedures shall be pro- 
vided in the outpatient department of a hospital, a 
private laboratory, in the physician’s office. 

Provision has been made for additional coverage for 
other medical services and supplies at the option of the 
carrier. 

Dr. Francis P. Rhoades, well-known Academy mem- 
ber from Detroit, referring to item six, says: “On the 
surface this looks like a great forward step in providing 
diagnostic services that would prevent the unnecessary 
hospitalization of patients. On the other hand, it is 
fraught with the possibility of doctors, or groups of 
doctors, hiring technicians and doing a land-office 
business in unwarranted diagnostic procedures that 
could milk the plan, and cause it either to become in- 
solvent or be forced to raise its rates.” 


Relative Value Scale 


A Relative Value Scale will be the basis of service 
benefits in Michigan. It will assign to the individual 
surgical, obstetric and other medical services a value in 
units proportionate to the relative value of that serv- 
ice. 

For diagnostic laboratory procedures and for all 
radiologic procedures, the unit value will be the same 
for all plans. 

The society will determine the applicable value of 
one unit for each class of benefit. By multiplying the 
number of units assigned to a procedure by the value 
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of one unit, the “Dollar 
Allowance” for that pro- 
cedure is obtained. 

Until the society estab- 
lishes a Relative Value Scale 
for Michigan, the scale de- 
veloped by California Medi- 


cal Association will be used. 


AAGP Members View Plan 


Arch Walls, M.D. 

MSMS’s immediate past 
president helped chart an 
acceptable comprehensive 
Blue Shield Plan. 


At present, UAW mem- 
bers comprise a key seg- 
ment of Blue Cross and Blue 
Shield membership in Mich- 
igan. Community Health 
Association, which features 
care provided by physicians 
in group practice, will make 
a bid for this segment of 
the Michigan population. 

Dr. Walls, who retired as 
MSMS president at the 
Grand Rapids meeting, is a 
member of the Committee 
on Michigan Medical Serv- 
ice whose annual report to 
the MSMS house of dele- 
gates embodied all of the 
major recommendations for 
the extension of Blue Shield 
service. Dr. Joseph F. Beer, 
Academy member from St. Clare, Mich., is also a 
member of this committee. 

Another Academy member, Dr. Max Lichter of 
Melvindale, served in the dramatic role of being chair- 
man of the reference committee which considered the 
broadened Blue Shield Plan and presented the report 
which was adopted by the house of delegates. The 
adoption of the prepayment principles to be used for 
the expansion of Michigan Medical Service was con- 
sidered the greatest accomplishment of the 92nd 
MSMS house of delegates. 

Dr. John S. DeTar of Milan, immediate past presi- 
dent of American Academy of General Practice and 
**Michigan’s Foremost Family Doctor in 1948,” says: 
“Whether he (Walter Reuther) will now go ahead with 
Community Health Association in view of the extension 
of Blue Shield Plans, I do not know.” 

The public pulse on prepaid coverage was checked 
not only by Market Opinion Survey which covered 
55,000 mailed questionnaires and 1,000 personal 
interviews, but also by opinion from persons contacted 
through two newspapers. 


Walter Reuther 


UAW president, still plug- 
ging Community Health 
Association, commended the 
MSMS’s new plan. 
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moderate to good relief with the use of this new agent, Kemadrin, 
in combination with other drugs.” 


Lerner, P. F.: Kemadrin, a New Drug for Treat- 
ment of Parkinsonian Disease, J. Nerv. & Ment. 
Dis. 123:79 (Jan.) 1956. 
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Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


Jenkins-Keogh on January Agenda 


PassaGE of a law permitting physicians and other self- 
employed persons to receive tax deferment on a frac- 
tion of income which is set aside in a retirement fund 
is as inevitable as it is equitable. 

This is the view of Representative Eugene J. Keogh 
(D-N.Y.), as expressed a few weeks ago in a luncheon 
address at the D.C. Medical Society annual scientific 
assembly. With Representative Thomas A. Jenkins 
(R-Ohio), the New Yorker is sponsoring a bill to 
afford tax relief of this type. 

Rep. Keogh stressed that the plan, besides giving 
doctors, lawyers, architects, etc., a privilege already 
enjoyed by employees and officers of corporations, 
would have many indirect benefits. One of them, he 
said, would be to offer an additional economic incen- 
tive to young men and women to choose careers in the 
health sciences. 

When the House of Representatives convenes in 
January, its Committee on Ways and Means is sched- 
uled to open hearings on tax revision. Testimony on 
the Jenkins-Keogh bill will be taken at that time. 


Disease Incidence Drops 


U.S. Public Health Service has completed its reports 
of notifiable disease incidence for 1956, based on data 
supplied by the states and territories, and the picture 
is a favorable one. 

Poliomyelitis dropped 48 per cent below the 1955 
total, and paralytic poliomyelitis declined in about the 
same proportion. For the second consecutive year, 
following rising incidence in the preceding five years, 
infectious hepatitis dropped appreciably. 

Compared with 1955, infectious hepatitis was down 
40 per cent; whooping cough, 49; malaria, 55; menin- 
gococcal infections, 21; diphtheria, 21; shigellosis, 26 
and tuberculosis, 8 per cent. 

On the other hand, reported cases of syphilis in- 

creased by 7 per cent, after a downward curve of several 
years’ duration. A 10 per cent rise in amebiasis inter- 
rupted a seven-year downward trend. Streptococcal 
infections, on the rise since 1950, were 20 per cent 
more numerous in 1956. 

For the first time in many years, not one case of 
smallpox was reported to PHS. There was one case of 
plague, the first since 1951. Two cases of dengue were 
cuthenticated. 
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Hall of Health 


Dr. James Laster, a general practitioner of suburban 
Fairfax County, Virginia, served on the expert com- 
mittee which advised on development and construction 
of the new Hall of Health in the world famous Smith- 
sonian Institution. 

The new exhibit was opened to the public on No- 
vember 3. It is a highly distinctive presentation, whose 
parts range from ancient medical manuscripts to such 
ultramodern items as a transparent female figure which 
is electronically operated to explain function of body’s 
major organs. 

Among the authorities with whom Dr. Laster served 
were Dr. Thomas G. Hull, secretary of AMA’s Council 
on Scientific Assembly; Col. Joe M. Blumberg, deputy 
director, Armed Forces Institute of Pathology and Dr. 
Richard H. Shryock, director of Johns Hopkins Uni- 
versity Institute of the History of Medicine. 


SBA Applications Mounting 


As word slowly gets around the country that physi- 
cians in private practice, as well as those owning and 
operating hospitals or practicing in groups, are eligible 
for federal loans to improve offices or purchase equip- 
ment, applications to Small Business Administration 
are mounting. 

In September, the month having the largest volume 
to date in the health and hospital field, SBA approved 
the following loans: 

J. Kenneth Donaldson, M.p., operator of a hospital 
in Little Rock, Ark., $28,000. 

Carl A. Boswell, M.p , medical clinic in Willis Point, 
Tex., $3,000. 

David L. McAllister, M.p., and Charles T. Kent, 
M.D., for their medical laboratory in Bristow, Okla., 
$25,000. 

Other approved borrowers in September included 
two dentists and a podiatrist. 


Nix on Vaccine Against TB 


The feasibility of BCG vaccination against tubercu- 
losis, a controversial subject for several years, has been 
considered by an expert advisory committee to the 
federal government—with a negative reaction. 

In late October, USPHS released findings and rec- 
ommendations of the group. Its principal suggestion: 
That routine large-scale vaccination programs are not 
advisable and, rather, use of BCG should be restricted 
to individuals and groups subjected to high incidence 
of tuberculosis. 

The committee is convinced,” said its report, “that 
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large-scale BCG vaccination programs, including rou- 
tine vaccination of the newborn, are not indicated in 
this country. It is believed, however, that the advan- 
tages of vaccination outweigh the disadvantages for 
tuberculin-negative persons who are exposed to a 
definite risk of infection, especially if they cannot be 
retested frequently with tuberculin. Under certain local 
circumstances, the following individuals and groups 
are examples of suitable subjects for BCG vaccination: 
1. Physicians, nurses, medical and nursing stu- 
dents, laboratory workers and hospital employees. (It 


was noted, however, that if a hospital has established 
an adequate tuberculosis control program very little 
exposure to tuberculosis will occur in that institution.) 

**9. Persons unavoidably exposed to continued con- 
tact with infectious cases of tuberculosis in the home. 

**3. Patients, inmates and employees of institutions 
such as mental hospitals and prisons, in which case- 
finding programs indicate that exposure to tuberculosis 


is likely to be high.” 


Also see the AMA Washington Report, page 209. 


PLUS Plan Marks First Anniversary 
With More Than 1,000 Participants 


THIS MONTH MARKS the first anniversary of the Academy- 
sponsored Professional Liability Underwriting Service 
Plan (the PLUS Plan). By January 1, 1958 more than 
1,000 members will have participated in this liability 
insurance program. 

To this date six incidences have been reported. Two 
were closed out as “no claim,” two are now in process 
(it is felt there will be no payment made) and the re- 
maining two may have to be defended at law. Subse- 
quent reports from the doctors involved indicate that 
superior claims adjusting and immediate expert legal 
facilities are being provided. 

The PLUS Plan is underwritten by the American In- 
surance Company, a member of the National Bureau of 
Casualty Underwriters. R. B. Jones & Sons, Inc. of 
Kansas City is the exclusive broker. 

The Academy’s Committee on Insurance hopes that 
at the end of the three-year trial experience period 
premium rates can be lowered rather than raised, as 
has been the case in most malpractice insurance plans. 
If there is a satisfactory degree of participation in the 
PLUS Plan, Academy members will have fool-proof 
coverage at less cost. 

Claim adjustment and expert legal facilities will be 
provided in every section of every state when needed. 
The underwriters have agreed not to settle a claim 
without the written consent of the Academy member, 
and, in special circumstances, review and investigation 
by the Committee on Insurance and the general counsel 
of the Academy. 

It is hoped that the state chapters will participate 
actively in urging enrollment in their area. The success 
of the PLUS Plan and the modification of the annual 
premium rate depends directly on the number of 
\cademy members taking part. 
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More Extensive Graduate Training 
Needed for Family Doctor of the Future 


THE ComMITTEE which has been studying the subject of 
preparation for general practice this past year feels that 
neither the general practitioner nor the internist, as 
commonly conceived today, will be ideally prepared to 
be the family physician of tomorrow. 

Made up of representatives from American Medical 
Association, Association of American Medical Colleges 
and the American Academy of General Practice, the 
committee has adopted no recommendations to date for 
consideration by the parent organizations. However, 
the committee has developed some initial concepts as a 
framework in which to continue its studies. 

The first step was to draw up a working definition of 
general practice: 

**General practice is that aspect of medical care per- 
formed by the doctor of medicine who assumes com- 
prehensive and continuing responsibility, commensur- 
ate with his professional competence, for the health of 
the individual or his family.” 

The committee believes that there will be a future 
continuing need for the family physician. But since 
it feels that neither the general practitioner nor the 
internist will be ideally prepared for the family doctor 
role of tomorrow, it suggests two alternatives. 

Either the general practitioner must be given a more 
extensive graduate training or the training of the 
internist must be broadened to prepare him to assume 
comprehensive and continuing responsibility for the 
health of the individual or his family. 

The present thinking of the committee is that the 
basis of a graduate program for family practice should 
be internal medicine, pediatrics, psychiatry, preventive 
medicine and minor surgery. Additional training should 
be provided in obstetrics and in surgery beyond the 
basic program. 
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The extent and duration of graduate training has 
not been developed. Consideration has been given to a 
proposal that the present internship be replaced by the 
first year of a two-year basic general residency. A 
physician would then have an opportunity, upon gradu- 
ation from medical school, to start in a two-year in- 
tegrated graduate program. Such training, it is thought, 
would provide a sound base for additional graduate 
training for a limited specialty practice or for family 
practice. 

The committee plans to review other studies con- 
cerned with the production of physicians and the dis- 
tribution of medical services—such as the reports of 
the Council on Medical Service concerning group prac- 
tice and the reports of the Committee on General 
Practice Prior to Specialization. 

Later the committee will consider the need for full- 
time staff assistance and the possibility of a survey on 
medical practice to secure needed data and informa- 
tion. 

The committee members agree that at the present 
time they are not in a position to make recommenda- 
tions to the parent organizations. 

The Academy is represented on this committee by 
Drs. John S. DeTar, Milan, Mich.; D. Wilson McKin- 
lay, Spokane, Wash. and Jesse Rising, Kansas City, 
Kan. 


Youthful AAGP Member Portrays Typical 
General Practitioner on ‘“‘Wide Wide World” 


OveRBROOK, Kansas and its family doctor, Academy 
Member James L. Ruble, Jr., were selected by ““Wide 
Wide World,” NBC television program, to portray a 
typical setting and the modern-day general practi- 
tioner in its October 27 production. 

The program depicted three kinds of physicians— 
the public health doctor, the research doctor and the 
general practitioner. 

The theme of the portrayal of the general practitioner 
was the young new doctor replacing the old. Divided 
into three scenes, the first showed Overbrook’s old 
doctor, Dr. Charles Hoover, 76 years old, who now 
practices in Quinter, Kansas, back on Main Street 
visiting friends. The second scene took place with Dr. 

toover at the bedside of an old patient. The third 
scene was at the town’s new clinic with 31-year-old 
Dr. Ruble. 

In the latter scene, Narrator Dave Garroway ques- 
tioned Dr. Ruble about his clinic and the Kansas Rural 
'lealth Plan, the latter a project of Honorary Academy 
Member Franklin D. Murphy, chancellor of the Uni- 
\ersity of Kansas and former dean of its medical school. 
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Member James L. Ruble, Jr. examines a young patient in the new 
Overbrook, Kan. clinic. Overbrook and Dr. Ruble were selected by 
Dave Garroway for his “Wide Wide World” TV production. 


Dr. Ruble, a graduate of the University of Kansas 
School of Medicine in 1953, took his preceptorship at 
Minneola, Kan. 

Last year Overbrook won the national Community 
Betterment Program contest and used the prize money 
to help get a clinic started. With the aid and advice of 
Chancellor Murphy, a nonprofit organization was set up 
to get the clinic under way. 

Local banks financed the equipment. During Dr. 
Ruble’s first year, the clinic was available rent free. 
Provision has been made for the clinic money to be 
paid back in ten years without interest. Dr. Ruble 
reported his practice is going very well. 

Other portions of the “Wide Wide World” program 
turned to the South where public health doctors were 
shown combating Asian Flu and the camera jumped 
from New York to Los Angeles, to Cleveland, to Mil- 
waukee, to Atlanta, to Washington to show research 
doctors at work. 


Mental Hospital Admission Rate Drop Shows 
Fruits of General Practitioner Project 


As EARLY AS September 1, reports showed that this 
year’s mental hospital admission rates were dropping. 
Dr. Charles E. Goshen, director of The General Practi- 
tioner Education Project of American Psychiatric Asso- 
ciation, attributes this achievement to the efforts of the 
general practitioner. 

The liaison project between American Psychiatric 
Association and the American Academy of General 


Practice began early this year in the belief that by 
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probably the casiest-to-use x-ray table in its field 


EXTREMITIES 


know why? look . . . 


1 On this board you select the bodyport you want to x-ray 
2 Set its measured thickness 


3 Press the exposure button 


; That’s all there is to it. No time, KV, or MA adjusting to do. 
ee No charts to check, no calculations to make. 


obviously as canny an x-ray investment as you can make 
Modest cost 

Excellent value 

Prestige ‘‘look’’ 

Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 


And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 
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closer collaboration with the general practitioner and 
by keeping him informed of the latest trends in psy- 
chiatry, the general practitioner could easily become 
the major mental health resource that’s been so badly 
needed in our country. 

Reporting on the success of the program thus far, 
Dr. Goshen said the advent of the so-called tranquiliz- 
ing drugs has placed something in the physician’s 
hands which gives him confidence in tackling some of 
the problems which he did not feel equipped to take 
on before. 

“His experience with these handy new procedures 
will probably teach him that drugs are not really the 
answer to the problems he is handling, but in the proc- 
ess he is likely to learn enough about psychiatric prob- 
lems to help him become more willing (and skillful) in 
tackling them in the future,” added Dr. Goshen. 

As set forth, the general practitioner’s role in the 
mental health picture can be two-fold—hbeing able to 
spot the potential psychiatric patient and being able to 
take over the follow-up care when the mental patient 
is discharged from a hospital. 

Dr. Goshen points out that one of the major factors 
responsible for delaying the discharge of many patients 
or causing their re-admission is the inadequacy of fol- 
low-up care in most parts of the country. 

It is conjectured that a third of all first admissions to 
mental hospitals can be avoided with adequate psy- 
chiatric care on the outside, and another third of the 
present hospital population could be discharged if 
adequate follow-up care were made available. 

The obstacles in making such a program work would 
be shortages of funds and personnel. Persons heading 
the General Practitioner Education Project feel the 
funds’ problem could be circumvented if it could be 
shown that the allocation of funds for pre- and post- 
hospital care would greatly reduce the cost of operating 
the hospitals. 

The General Practitioner Education Project believes 
that for the second problem, that of personnel, there 
exists a large untapped source in the ranks of the 
family physician. 

The family doctor’s position is favored since the 
potential psychiatric patient, or the ex-patient, often 
avoids any contact with psychiatrists and psychiatric 
clinics because of fear, bitterness or pride, but is not 
unlikely to avoid contacts with the family physician. 

The general practitioner project has made a survey 
of current practices and attitudes in different parts of 
this country and of Canada in respect to the use of 
yeneral practitioners in the follow-up care of discharged 
inental patients. 

From the information whieh has been collected, the 
{ullowing observations have been made: 
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(1) There seems to be general agreement among the 
state mental health authorities that the family physician 
is an important potential asset to after-care programs. 
In those few areas where an effort has been made to en- 
list the help of the general practitioner, there has usu- 
ally been seen a rather satisfactory development. 

(2) In some areas where psychiatric personnel short- 
ages are most acute, the family physician constitutes 
about the only resource available. Sometimes, this can 
be supplemented by, or mediated by, local public 
health authorities. In other areas, the job of follow-up 
care can be left largely to special clinics set up for the 
purpose, although the family physician can still serve 
in an important auxiliary role. 

(3) The importance to the physician himself of gain- 
ing valuable psychiatric experience by sharing in the 
follow-up programs of mental hospitals cannot be over- 
estimated. This facet of the issue may be emphasized 
more when efforts are made to reach the general prac- 
titioner. The general psychiatric training of the general 
practitioner must encompass a closer contact with the 
mental hospitals, including visits to the hospitals, and 
participation of hospital staff in medical society pro- 
grams. 

(4) In order to institute any kind of program which 
includes private physicians, it is highly expedient 
that local medical societies participate in the planning 
and policy making. Also, local chapters of the Ameri- 
can Academy of General Practice can be counted on to 
offer assistance. 

(5) There is a variety of ways by which the actual 
liaison between the family doctor and the mental hos- 
pital can be maintained. Obviously, the ideal way would 
be a direct relationship between the hospital physicians 
and the general practitioner. In some situations, how- 
ever, the social service department of the hospital, or 
the welfare department workers, or the public health 
nurses might be used effectively. 

(6) The advent of the so-called tranquilizing drugs 
has brought the general practitioner into the field of 
psychiatric problems more intensively than before, and 
the present status of this new development makes the 
follow-up program which employs the services of the 
family physician extraordinarily timely. It must be 
realized, however, that the success of any such program 
can be assured only if these physicians are offered the 
opportunities of advancing their psychiatric training. 

Academy members serving on the liaison committee 
which is conducting the project are Drs. Andrew S. 
Tomb, Victoria, Tex. as chairman; E. I. Baumgartner, 
Oakland, Md. I. Phillips Frohman, Washington, D.C. ; 
Richard H. Gwartney, San Bernardino, Calif.; L. E. 
Drewrey, Camden, Ark. and M. C. Wiginton, Ham- 
mond, La. 
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for middle-age slowdown 


Plestran is indicated as an aid in restoration of 
vigor in middle-aged or elderly patients who com- 
plain of chronic fatigue . . . reduced vitality . . . low 
physical reserve . . . impaired work capacity . . . de- 
pression . . . muscular aches and pains . . . or cold 
intolerance. Such “signs of aging,” far from being 
due to physiologic disturbances, may often result 
from endocrine imbalance, especially gonadal and 
thyroid dysfunction.’* Plestran provides ethinyl 
estradiol (0.005 mg.); methyltestosterone (2.5 
mg.); and Proloid®* (% gr.)—hormones which 
help to correct endocrine imbalance and often halt 
or reverse involutional and degenerative changes.’ 


Plestran restores work capacity and a sense of well- 
being, usually within 7 to 10 days. It improves 
nitrogen balance, leads to better muscle tone and 


vigor, enhances mental alertness, helps to correct 
*Purified thyroid globulin 


osteoporosis, senile skin and hair texture changes 
and relieves muscular pain. 


The anabolic and tonic effects of the hormones in 
Plestran appear to be enhanced by combination so 
that small dosages are very effective. Combination 
also overcomes some of the disadvantages of ther- 
apy with a single sex hormone, such as virilization, 
feminization or withdrawal bleeding.° 


Dosage: Usually one tablet daily; occasional pa- 
tients may require two tablets daily, depending on 
clinical response. 


Supplied in bottles of 100 and 500. 


References: 1. McGavack, T. H.: Geriatrics 5:151 (May- 
June) 1950. 2. Masters, W. H.: Obst. & Gynec. 8:61 (July) 
1956. 3. Kimble, S. T., and Stieglitz, E. J.: Geriatrics 7:20 
(Jan.-Feb.) 1952. 4. Kountz, W. B., and Chieffi, M.: Geria- 
trics 2:344 (Nov.-Dec.) 1947. 5. Birnberg, C. H., and Kurz- 
rok, R.: J. Am. Geriatrics Soc. 3:656 (Sept.) 1955. 
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100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


Hospital Association Officials Say Higher 
Fees Inevitable if Care Standards Maintained 


THE CONSENSUS among American Hospital Association 
officials is that a rise in hospital fees is essential in order 
to provide proper patient care. 

This opinion was expressed repeatedly during the 
association’s 59th annual convention held the end of 
September in Atlantic City. 

Mr. Frederick Grubel, associate director of Mai- 
monedes Hospital of Brooklyn, said hospital bills now 
are too low for patients to receive proper and efficient 
services. 

Mr. Grubel maintained that employees of voluntary 
hospitals have to be idealistic or inferior if they work 
at the going salaries. He asserted that hospitals are 
increasingly plagued with “accidents and incidents due 
to understaffing and overstraining of personnel.” 

Dr. Albert W. Snoke, who retired as president of 
American Hospital Association during the Atlantic 
City meeting, predicted that hospital costs will con- 
tinue to rise. 

Dr. Snoke urged that insurance programs be ex- 
panded so that the sub- 
scriber need not be in a 
hospital to benefit from his 
policy. 

Several members of the 
Academy’s Commission on 
Hospitals who held a com- 
mission meeting in Atlantic 
City prior to thé AHA 
meeting, stayed over for the 
hospital sessions. The com- 
mission’s educational booth 
was exhibited during the 
four-day meeting. Dr. 
Charles C. Cooper, chair- 
man of the Commission on 
Hospitals, and Mr. Charles 
E. Nyberg, from the head- 
quarters staff in Kansas 
City, manned the booth. 

A supply of the booklet 
of current material on gen- 
eral practice in hospitals 
and the Academy’s recom- 
mendationson general prac- 
tice residencies was in the 
booth. Dr. Cooper and Mr. 
Nyberg reported that more 
Ricca me of than 350 copies of this 
AH4 at Atlantic City meet. ‘material were picked up by 
ing. hospital administrators. 


Tol Terrell 


Succeeds Dr. Albert Snoke as 
American Hospital Associa- 
tion president. 


Ray Amberg 
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The new president-elect of AHA is Mr. Ray Amberg, 
director of the University of Minnesota Hospitals, 
Minneapolis. He succeeded Mr. Tol Terrell as presi- 
dent-elect. Mr. Terrell, administrator of Shannon West 
Texas Memorial Hospital, San Angelo, was installed as 
president during the association’s annual banquet. 


Government Files Injunction Against Maker 
Of “Wonder” and ‘“‘County Fair” Breads 


AN INJUNCTION has been filed by the government against 
Continental Baking Company as a result of the com- 
pany’s exaggerated health advertisements about its 
bread. 

The government, represented by Attorney General 
Herbert Brownell, Jr. (prior to his resignation), 
charged misrepresentation in the baking company’s 
“Wonder” and “County Fair” buttermilk breads. 

Based on investigation by the Food and Drug Ad- 
ministration, the suit asked that the court enjoin the 
company from distributing these brands in interstate 
commerce “because the products purport to be en- 
riched bread and contain nitrated flour, an additive not 
permitted by the enriched bread standards.” 

FDA Commissioner George P. Larrick called the ac- 
tion a first step in preventing exaggerated claims for 
breads. 

Mr. Larrick pointed out that the consumer has been 
paying for catchy names but does not receive what he 
has been promised. 

Any advertisement that claims ‘is breads are slim- 
ming or that ordinary bread might harm the heart are 
being cited by the government. 


Medical Assistants Association Has 
First Birthday; Gets Manual from AMA 


A HOW-TO-DO-IT MANUAL for medical assistants, pre- 
pared by American Medical Association, was introduced 
in October at the annual meeting of the American 
Association of Medical Assistants in San Francisco. 
The association, formed in October, 1956, was observ- 
ing its first birthday. 

The manual, ‘Take-off Techniques,” is a compila- 
tion of articles written by leaders in medical assistants 
groups which tells how to develop a worthwhile pro- 
gram. 

In addition to the manual, the AMA has also seen 
to it that state medical assistants organizations have 
a new information packet which contains: A brochure 
explaining the purpose and activities of medical assist- 
ants groups—a program-planning guide, a leaflet sum- 
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theophylline therapy 


Disposable Rectal Unit 


| simple...safe...effective... 


For the alleviation of symptoms in bronchial 
asthma and the acute episodes of heart failure, 
CLYSMATHANE(Fleet)supplies prompt therapeu- 
tically adequate blood levels of theophylline.“ 


Even after repeated dosage CLYSMATHANE 
(Fleet) minimizes the side effects often asso- 
ciated with oral or parenteral theophylline 
administration. The plastic squeeze bottle (with 
attached, prelubricated, non-traumatic rectal 
tube) is designed for self-administration. 


Dosage: One CLYSMATHANE (Fleet) 
Unit as a retention enema before retir- 
ing or as directed. Available on prescrip- 
tion at professional pharmacies. 


Composition: Theophylline monoetha- 
nolamine (Theamin, Fleet) 0.625 Gm. 
aqua 37.0 ml. in rectal dispenser. Units 
packed in individual cartons, manufac- 
turer’s label readily removable. 


REFERENCE: (1) Ridolfo, A. S. & Kohlstaedt, 
K. G., “A simplified method for the rectal in- 
stillation of theophylline”— to be published 


(FLEET) 


Disposable Rectal Unit 


Professional Samples and literature on request 


Cc. B. FLEET Co., iNC. 


Lynchburg, Virginia 
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marizing various types of training programs, a sample 
constitution and by-laws and a resumé of typical 
activities; PR aids and similar materials. 

The year-old national organization now has chapters 
in 20 states. 


Medical Research Committee Hopes to Change 
Laws and Prejudices Concerning Cadavers 


A CONCERTED EFFORT is being made by National Society 
for Medical Research to relieve the increasing shortage 
of cadavers which has forced some medical schools to 
drop important courses such as surgical anatomy. 

A six-point program has been proposed by a com- 
mittee of the society which will endeavor to change 
outmoded laws and ancient prejudices so that more 
bodies will be available. 

Dr. Oliver P. Jones, head of the anatomy department 
at University of Buffalo and chairman of the committee, 
says outmoded laws and prejudices, along with the 
changing times, have meant increasing trouble for the 
anatomy departments of many American medical 
schools. 

‘A majority of medical colleges report that they are 
unable to obtain enough bodies to teach student doctors 
efficiently,” says Dr. Jones. 

He pointed out that last year the University of 
Buffalo was not able to give anatomical instruction to 
nurses and people in the public health fields. The 
department used 37 bodies to instruct 68 dental and 80 
medical students—four students to each body. 

“If we have to assign a larger number of students to 
each cadaver, as we will if the shortage continues, 
students will not get proper experience in dissection,” 
added Dr. Jones. “And they will be inadequately pre- 
pared when they subsequently have to operate on living 
patients.” 

The committee’s six-point program includes: 

(1) A survey of public opinion toward anatomical 
studies. 

(2) A series of conferences with religious leaders, 
public welfare administrators, undertakers, hospital 
superintendents and other persons concerned with the 
disposition of bodies. 

(3) A program of education for persons in the 
health professions. 

(4) A general public educational program. 

(5) The drafting of modern laws making bodies 
available through bequest (in 39 states, a person’s 
body is not his own to give after death). 

(6) Legal reference service, with standardized forms 


and procedures for bequeathing a body to a medical 
s-hool. 
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Medical News in Small Doses: 


Two West Virginia Academy members, Dr. Jacob C. 
Huffman of Buckhannon and Dr. T. Maxfield Barber of 
Charleston, are new officers of West Virginia State 
Medical Association. Dr. Huffman is the new vice 
president and Dr. Barber was re-elected treasurer. . . . 
Using the family Bible to keep medical records, as they 
used to record births and deaths, has been advocated 
by Dr. Paul Dudley White, 71-year-old heart specialist 
from Boston. He explains that since some diseases tend 
to run in families, such records can be of help in pre- 
serving the health of descendants. ... Member James 
A. Cosgriff of Olivia, Minn., immediate past president 
of the Minnesota Heart Association, was honored 
recently for his accomplishments during his term of 
office. In 1956, the heart association experienced a 22 
per cent growth in income, enabling expansion of its 
heart research, education and community service pro- 
grams. ... The establishment of a national cancer 
clearing house has been proposed by Dr. Charles S. 
White, George Washington University School of Medi- 
cine, Washington, D.C. He says the facility could act as 
a center in which data on cancer cases from all parts of 
the country could be gathered, studied and classified. 
... Approximately 800 graduate nurses will receive 
advanced training this year in the second year of a 
Public Health Service program to help overcome a 
shortage of nurses qualified for teaching and adminis- 
trative positions, according to an announcement from 
HEW. .. . The 1957 Howard W. Blakeslee Awards for 
outstanding reporting on heart and circulatory dis- 
eases were presented last month by the donor, the 
American Heart Association. The prizes went to 
Leonard Engel, a free-lance writer, for five articles on 
cardiac surgery; Walter Bazar, for a series on cardio- 
vascular diseases in New York Journal-Amerwan; Don 
Dunham, The Cleveland Press, for a story on a heart- 
lung machine operation; Steven M. Spencer for an 
article in Saturday Evening Post on “They Repair 
Damaged Hearts” ; and the television program “Robert 
Montgomery Presents,” for a telecast on the experi- 
ences of a man who had suffered a heart attack. ... 
Several Academy members are serving as vice chairmen 
of Wisconsin State Medical Society’s campaign to 
establish The Medical Museum of Wisconsin. They are 
Drs. M. D. Davis, P. B. Blanchard, DeWitt Beebe, 
Charles J. Picard and William P. Curran. The museum 
is to be built on the site of the second Fort Crawford in 
Prairie du Chien. . . . A distaff member of the Academy, 
Dr. Elizabeth Baldwin, Marshfield, Wis., has been 
appointed to the Wisconsin State Board of Health by 
Governor Vernon J. Thomson. She is the only woman 


on the board. 
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Academy Members in AMA House of Delegates at Clinical Session This Month 


B. W. McNease, M.D. 
Fayette, Alabama 
James M. Kolb, m.p. 
Clarksville, Arkansas 
Rufus B. Robins, M.p. 
Camden, Arkansas 
Donald Cass, 
Los Angeles, California 
James E. Feldmayer, M.p. 
Exeter, California 
Leopold H. Fraser, M.D. 
Richmond, California 


R. Stanley Kneeshaw, M.p. 


San Jose, California 


H. Thomas McGuire, 


New Castle, Delaware 
Eustace A. Allen, m.p. 
Atlanta, Georgia 
B. E. Montgomery, M.D. 
Harrisburg, Illinois 
H. Kenneth Scatliff, m.p. 
Chicago, Illinois 
Wendell C. Stover, M.p. 
Boonville, Indiana 


Clark Bailey, m.p. 
Harlan, Kentucky 

John S. DeTar, M.p. 
Milan, Michigan 


John P. Culpepper, Jr., m.v. 


Hattiesburg, Mississippi 
Earl F. Leininger, M.p. 
McCook, Nebraska 
John M. Galbraith, m.p. 
Glen Cove, New York 
Charles F. Strosnider, M.p. 
Goldsboro, North Carolina 
Paul A. Davis, M.D. 
Akron, Ohio 
Carl A. Lincke, M.p. 
Carrollton, Ohio 
Wilkie D. Hoover, M.p. 
Tulsa, Oklahoma 
Malcom E. Phelps, M.p. 
El Reno, Oklahoma 
Archie O. Pitman, M.D. 
Hillsboro, Oregon 
Daniel H. Bee, M.p. 
Indiana, Pennsylvania 


Horace Eshbach, m.p. 
Drexel Hill, Pennsylvania 

George S. Klump, M.p. 
Williamsport, Pennsylvania 

Elmer G. Shelley, 
North East, Pennsylvania 

Joseph B. Copeland, m.p. 
San Antonio, Texas 

Troy A. Shafer, M.p. 
Harlingen, Texas 

James H. Wooten, Jr., M.D. 
Columbus, Texas 

W. Linwood Ball, m.p. 
Richmond, Virginia 

Rufus Brittain, M.p. 
Tazewell, Virginia 

Alvia G. Young, M.D. 
Wenatchee, Washington 

Walter E. Vest, m.p. 
Huntington, West Virginia 

Lester D. Bibler, m.p. 
Indianapolis, Indiana, 
(Delegate of the Section 
on General Practice) 


Academy Members on Reference Committees 


Name Committee 


Leopold H. Fraser, M.D............ Amendments to the Constitution ¢ By-Laws 
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daytime diuresis 


nonmercurial diuretic 


ACETAZOLAMIDE LEDERLE 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


*Reg. U. S. Pat. Off. 


Cardiac patients on pIAMOx do not show 
fluid and weight fluctuations, since pIAMOXx 
is effective not only in the mobilization of 
edema fluid, but in the prevention of fluid 
accumulation as well. Excretion by the 
kidney is complete within 24 hours with 
no cumulative effects.! 


A highly versatile diuretic, piaMox has 
proved singularly useful in other condi- 
tions as well, including acute glaucoma, 
epilepsy, toxemia and edema of preg- 
nancy, premenstrual tension and edema 
associated with obesity. 


D1amox is well-tolerated orally, and even 
when given in large dosage serious side 
effects are rare. A single dose is active for 
6 to 12 hours, offering convenient day- 
time diuresis and nighttime rest. 


Supplied: Scored Tablets of 250 mg. 
Ampuls of 500 mg. for parenteral use. 
Syrup: bottles of 4 fluid ounces, 250 mg. 
per 5 cc. teaspoonful, peach flavor. 

1. Goodman, L. S. and Gilman, A.: 

The Pharmacological Basis of Therapeutics, 


Ed. 2, The Macmillan Co., 
New York, 1955, p. 856. 
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ASSEMBLY 


Basic Medical and Surgical Problems Keynote Assembly’s Tuesday Program 


AFTER HAVING DEVOTED 
Monday afternoon to the 
two “problem” groups— 
the teen-agers and the old 
folks—the Tuesday morn- 
ing program of the Acad- 
emy’s Tenth Annual Sci- 
entific Assembly to be held 
March 24-27 in Dallas set- 
tles down to some basic 
problems in medicine and 
surgery. 

The opening lecture sets 
the stage with the title: 
“Surgery of the Biliary 
Tract.” To add that this lecture will be presented by 
Dr. Manuel E. Lichtenstein is adequate assurance that 
it will be fundamental, comprehensive and authoritative. 

Dr. Lichtenstein has been professor of surgery at 
Cook County Graduate School of Medicine, Chicago, 
since 1932, and is also associated with the Department 
of Surgery of Northwestern. A colonel in the Army 
Medical Corps during World War II, he was chief of 
surgery of the 16th Evacuation Hospital and was a- 
warded the Bronze Star and the Brazilian Medal of War. 

The latter country has further honored him with 
the degree of Doctor Honoria Causa and an honorary 
fellowship in its College of Surgeons. The list of titles 
of nearly a hundred contributions to the professional 
literature discloses Dr. Lichtenstein’s interest in and 
familiarity with a vast range of surgical subjects. In 
recent years he has been recognized as an outstanding 
authority on colostomy procedures and biliary surgery. 

Dr. Lichtenstein calls special attention to the hazards 
inherent in surgery of the biliary tract, with emphasis 
on the importance of adequate exploration. Techniques 
are outlined for full exposure of the “danger zone” at 
the base of the quadrate lobe, to accurately disclose any 
anatomic anomalies. Closure procedures that avoid 
herniation are emphasized. 

He also discusses in detail symptoms more frequently 
seen in the so-called “‘postcholecystectomy syndrome,” 
classifying them as (a) nonbiliary in origin, (b) due to 
nonsurgical gall bladder disease, or (c) residual disease 
of the major ducts, ampulla of vater, or duodenum not 
recognized at the time of surgery. 


Manvel E. Lichtenstein, M.D. 


Will outline techniques in 
biliary tract surgery. 


Problems of the Pelvic Mass 


_{n the morning’s second presentation there will be a 
cd) cussion of **The Indefinite Pelvic Mass.” To guide 
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this gynecologic sleuthing 
expedition, the program 
committee selected Dr. 
Conrad G. Collins, chair- 
man of the Department of 
Obstetrics and Gynecology 
at Tulane University. A 
native of New Orleans, Dr. 
Collins received his educa- 
tion at Tulane and is senior 
visiting surgeon and gyne- 
cologist-in-chief at the Tu- 
lane unit of the Charity 
Hospital of Louisiana. He 
served as a major in the 
Army from 1942 to 1946 and is presently national con- 
sultant to the Surgeon General of the U.S. Air Force. 

Differentiation of a pelvic mass, Dr. Collins advises, 
involves two problems. First, whether or not it actually 
exists, and secondly, determination of what it is. There 
is also the question of whether the pelvic mass is associ- 
ated with the gynecologic tract. Some simple but fre- 
quently overlooked procedures will usually provide a 
definitive answer. Emphasis is placed on repeated 
periodic pelvic examination, employment of anesthesia, 
and the use of caldocentesis, colpotomy, barium, 
proctoscopic and cystoscopic examination. The ques- 
tion of growth and regression will be discussed, as well 
as the role of associated indefinite pelvic pain. 


Conrad G. Collins, M.D. 


Will guide sleuthing expe- 
dition of the pelvic mass. 


Pediatrics, Closing Morning Topic 


The hour following the morning recess will be 
devoted to a couple of problems frequently encountered 
in pediatric practice: “Antibiotics in Pediatrics” and 
‘Common Anemias of Infancy and Childhood.” The 
first of these presentations 
will be made by Dr. Erwin 
Neter, director of bacteri- 
ology and serology at Chil- 
dren’s Hospital, Buffalo. 
Dr. Neter is also professor 
of bacteriology and associ- 
ate professor of pediatrics 
at the University of Buffalo, 
as well as consulting bac- 
teriologist at Roswell Park 
Memorial Institute. His so- 
ciety affiliations include the 
Society of American Bac- 
teriologists, the American 


Erwin Neter, M.D. 
Will discuss efficacy of anti- 
biotics in pediatric practice. 


183 


def relaxant effect”* 
With Nosrvn “...almost without exception the children responded by becoming more ame- 


x nable, quieter and less restless.” 
La without depression, motor incoerdination 
The most’ striking feature is that this drug does not act as a hypnotic...” “No toxic side- 


eilects were noted, with paiticular attention being paid to the hematopoietic system.”* 


Gosage: Children: 150 mg. (4 tabict) three or four times daily. Adults: 150-300 mg. (34 to 1 tablet) 
three or four times daily. 


Supplied: 300 mg. scored tabicts, bottles of 48 and 500, 


Asung, C. L.; Charcowa, A. and Villa, A. BR: Sea View Hosp. Bult. 76:80, 1956. Asung, C. Lz Charcowa, A. and 
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Ectylurea, AMES 
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Association of Immunolo- 
gists, the Pediatric Research 
Society, and others. Dr. 
Neter has written exten- 
sively on antibiotics and 
enteric infections, and is 
the author of the textbook, 
Medical Microbiology for 
Nurses. Incidentally, Dr. 
Neter brings an interna- 
tional flavor to the Dallas 
Assembly program, since 
he received his M.p. degree 
from the University of Hei- 
delberg. 

Dr. Neter proposes to discuss the efficacy of clinically 
available antibiotics in pediatric practice, with emphasis 
on some of the recently introduced agents: novobiocin, 
mycostatin, oleandomycin, and others. The basis for 
the selection of the best antibiotic in a variety of pedi- 
atric conditions will be presented. Combined therapy 
will be evaluated with particular reference to antibiotic 
synergism and antagonism. Side effects, including 
superinfections due to monilia and staphylococci, will 
be reviewed. 

The paper on anemia will be presented by Dr. 
Anthony V. Pisciotta, associate professor of medicine 
at Marquette University. Dr. Pisciotta received his 
medical degree (as well as a Master of Science in 
Medicine) from that same institution and, after the in- 
tervention of two years of military service, three years 
of postgraduate study in pathology and hematology, 
and a year of teaching at Tufts, he returned to his 
alma mater, where he has advanced from instructor to 
associate professor. His tour of army duty was spent in 
Korea, where he was chief of laboratory service at the 
71st Station Hospital. He is also director of the Blood 
Research Laboratory at Milwaukee County Hospital. 

Anemia of infants and children, Dr. Pisciotta con- 
tends, should be approached as a symptom of an under- 
lying disorder. He points out that while the patho- 
genesis and the principles of diagnosis and manage- 
ment are the same at all ages, anemia in childhood 
differs in the relative frequency of etiologic factors. 

The threefold basis for etiologic classifications are 
(a) deficiency of materials required for hemotopoiesis, 
(b) central (bone marrow) disturbances, and (c) blood 
loss, which may be extravascular (hemorrhage) or 
intravascular (hemolytic). Appropriate case histories 
illustrating the various childhood anemias will be pre- 
sented, together with clinical features, laboratory aids 
to diagnosis and pertinent therapy. 

For the first after-lunch session, the committee has 
grouped three admittedly unrelated topics under the 


Anthony V. Pisciotta, M.D. 
Believes anemia in children 


should be regarded as a 
symptom. 
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general descriptive classifi- 
cation of “New Develop- 
ments in Medicine.” 


Coronary Thrombosis 


The first of these papers, 
dealing with ‘Coronary 
Thrombosis,” will be pre- 
sented by Dr. Howard B. 
Sprague, who is lecturer on 
medicine at Harvard (his 
alma mater) and member of 
the Board of Consultation, 
Massachusetts General 
Hospital. Dr. Sprague is area consultant in cardiology 
to the Veterans Administration, senior consultant at 
Chelsea Naval Hospital and a member of the editorial 
board of Circulation. His many society connections in- 
clude the New England and American Heart Associ- 
ations (a past president of both) ; the American Clinical 
and Climatological Association and honorary member- 
ship in the Mexican, Chilean and Argentine Societies 
of Cardiology. His numerous professional writings have 
focused on coronary disease, auscultation and phono- 
cardiology. 

Dr. Sprague will point out that the increased in- 
cidence of “coronary attacks” in the past 50 years have 
been largely attributable to acute coronary thrombosis. 
Evidence will be presented suggesting that controllable 
environmental influences may decrease the prevalence 
of acute coronary occlusion and improve compensatory 
coronary circulation asa protection against fatal attacks. 
Groups peculiarly susceptible, from hereditary, dietary 
or metabolic reasons, for whom such atherogenic and 
thrombophilic are advised, will be reviewed. Dr. 
Sprague points out that only in these groups can any 
important reduction in coronary disease be expected 
in the United States. 


Howard B. Sprague, M.D. 


Says coronery attacks large- 
ly attributed to acute coro- 
nary thrombosis. 


Duodenal Ulcer Treatment 


The second lecturer of this trio is Dr. Stewart Wolf, 
whose subject will be ‘Newer Concepts in the Treat- 
ment of Duodenal Ulcer.” Professor and head of the 
Department of Medicine at the University of Okla- 
homa, Dr. Wolf is also consultant professor of neu- 
rology and psychiatry at the same institution, as well 
as head of the Psychosomatic and Neuromuscular Sec- 
tion of the Oklahoma Medical Research Foundation. 
His teaching career, begun in 1942, was interrupted by 
two years as a major in the Army Medical Corps, in the 
Southwest Pacific. A member of some 20 professional 
societies, he has served with distinction on numerous 
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BALANCE 


Today—your congestive failure patient is in perfect balance: the work load on the heart does 
not exceed the established compensation—digitalization and diuretic therapy do not exceed his 
tolerance. 


WILL HE STAY IN TUNE? Activity, emotional stress, and even the type and amount of food 
intake may cause fluctuations in the balance; yet, the maintenance regimen is held at the same 
level to avoid the risks inherent in dosage manipulation. 


FINE TUNING 


When your patient requires daily “fine tuning,” one or two Calpurate Tablets (or 7 to 15 
gt. of the powder) t.i.d. are often sufficient to restore the balance between “work load” and 
“compensation.” 


CAL RA TE 


(Theobromine calcium gluconate) 
FOR FLEXIBLE SUPPORTIVE THERAPY IN CONGESTIVE HEART FAILURE 


Calpurate is a virtually nontoxic hemodynamic stimulant with an appreciable, sustained di- 
uretic effect. Its triple action consists of (1) an increase in cardiac output and myocardial circu- 
lation, (2) peripheral vasodilatation, (3) and improvement of kidney function through inhi- 
bition of renal tubular reabsorption of water and salt, and an increase of renal blood flow. 
Calpurate relieves pulmonary edema and dyspnea, and is a valuable adjunct in the treatment 
of congestive failure. 

Calpurate is well tolerated and remarkably free from gastrointestinal side effects. 


CALPU RAT E— 500 mg. tablets in bottles of 100, 500, and 1,000. Powder in 1 oz. bottles. 
Also: Calpurate with (1/4 gr.) Phenobarbital. 


Write for free sample supply to Professional Service Department. 
MALTBIE LABORATORIES DIVISION 
WALLACE & TIERNAN, INC. 


Belleville 9, New Jersey PCL-71 
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special committees of the 
National Research Council, 
the American Heart Asso- 
ciation and the National 
Institute of Health. He 
holds the American Gastro- 
enterological Association’s 
Distinguished Research 
Award. 

Dr. Wolf proposes to 


critically re-examine the 


Stewart Wolf, M.D. ni a 

traditional emphasis on di- 
Will re-examine emphasis 
on dietary restriction in duo. Testriction in duo- 
denal ulcer therapy. denal ulcer therapy. Recog- 


nizing that this disease is a 
stubborn antagonist, he will suggest that most therapies 
have been directed at mitigating the corrosive proper- 
ties of gastric juice, rather than inhibiting the gastric 
hyperfunction of which the hypersecretion is a part. 

The reasons for the failure of antacids, milk and 
rigid diet regimens as a constructive approach will be 
reviewed. Even the anticholinergic agents will be realis- 
tically appraised. The presentation will deal with the 
patient in relation to his daily-life stresses, with the 
hope to develop a more comprehensive approach to 
therapy. 


Common Skin Diseases 


The third subject area to be brought up-to-date will 
be “The Treatment of Common Skin Diseases.” The 
speaker is Dr. Everett C. Fox, who is consulting der- 
matologist at Baylor University Medical College, where 
he graduated in 1928 and from which he also holds a 
degree in pharmacy. He has specialized in dermatology 
since 1932; served three years in the Navy (emerging 
as a captain) ; and will be particularly welcome to our 
lecture platform because he is a past president and 
director of clinics of the Dallas Southern Clinical 
Society. Prior to this year, 
Dr. Fox had been for 14 
years professor of clinical 
dermatology and syphilol- 
ogy at Southwestern Medi- 
cal School. He has pub- 
lished nearly 40 papers on 
dermatology, syphilology 
and cutaneous malignan- 
cies. 

It will be shown in Dr. 
Fox’s presentation that the 
ten most common skin dis- 
eases represent approxi- 
mately 75 per cent of all the 


Everett C. Fox, M.D. 


Su ys ten most common skin 
diseases represent bulk of all 
di rmatoses. 
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dermatoses. Therefore, the general practitioner who is 
diagnostically and therapeutically familiar with these 
ten common skin pathologies should be well equipped 
to prescribe adequately for the majority of the derma- 
toses seen in his practice. Dr. Fox proposes to outline 
the diagnostic points and the therapeutic procedures 
which should equip the family doctor to undertake with 
greater confidence this particular area of medical service. 


Problem Eye Cases 


At no time—either during his undergraduate years 
or after he goes into private practice—does the general 
practitioner receive more than a modicum of instruc- 
tion in ophthalmology. Yet many ocular disorders fall 
easily within his purview and in many other instances 
his alertness can bring the specialist into the picture 
before the point of irreparable damage. To present 
this important topic, under the heading “The Family 
Doctor and His Problem Eye Cases,” the committee 
unanimously selected Dr. Malcolm A. McCannel, who 
also holds an M.Sc. in ophthalmology and is consult- 
ing instructor in ophthalmology at the University of 
Minnesota. 

Following a teaching fellowship at Minnesota in his 
chosen field, Dr. McCannel joined the Army, where he 
specialized in ophthalmic surgery. This was followed 
by two years of postgraduate study in Boston and New 
York. A Fellow in the American Academy of Ophthal- 
mology and Otolaryngology, his numerous other 
society memberships include the Association for Re- 
search in Ophthalmology. 

Dr. McCannel will win a warm response from his 
audience, next March, when he says: ‘“The family doc- 
tor should save his patients the time, money and an- 
noyance of seeking a consultant when he can handle 
the problem himself. In other cases he wants to diag- 
nose early, cooperate in the management and often 
supervise part of the treatment.” 

Classifying eye conditions as the ‘Accident Group,” 
the ‘‘Commonplace 
Group” and the “Cross- 
roads of Referral Group,” 
he will ask: ‘What do you 
do with the bruised, the 
bloody, the burned, and the 
punctured eye?” “How do 
you help the gritty, the red, 
the weepy, and the dry 
eye?” “How do you diag- 
nose and when do you ask 
for help with the blind, the 
hard, the crossed, and the 
systemic eye disease?” 


Malcolm A. McCannel, M.D. 
Says family doctor can han- 
dle many ocular disorders. 
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““Meal-wise, the Doc’s 
probably right... 


“But, man, I’m too 
nervous to eat! Like 
tonight. Big jingle 
session with The 
Client. Andy’s Atomic Egg 
Beaters. Yes, Andy. 
No, Andy. Oh, your wife 
writes jingles too, Andy? 
Oh, ha, ha, those are a 
SCREAM, Andy! Let’s just 
tear ours up, Andy! 
Eat, man? Never heard 
of the word...” 
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When you finally bring him around, 
remember that what he’ll prob- 
ably need first... and most... is 
the essential B-complex. And 
that’s a good time for 


a good B-complex... 


SUI-BeX 


(Abbott's B-Complex Tablets with C) 


Just one Sur-Bex tablet a day supplies: 

Thiamine Mononitrate................... 6 mg. 
Pyridoxine Hydrochloride................ 1 meg. 
Caicium Pantothenate................. 10 mg. 
Desiccated Liver, N.F................. 300 mg. 
Brewer's Yeast, Dried................. 150 mg. 


As a dietary supplement: 1 or 2 tablets daily 
In convalescence: 2 or more tablets daily 
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The discussion presumes no startling new theories 
or therapies, but rather proposes to “alert physicians 
to the unusual oversight, to overcome the general 
practitioner’s common aversion to ocular problems, 
and to stress the inclusion of this valuable organ in his 
overall treatment of the whole patient and his entire 
family.” 

Ifa physician is guilty of slighting or hastily referring 
his patients’ eye problems, this lecture will help him 
become a more compleat family doctor. 


“Dizzy” Patients 


In the first draft of the 1958 program, the final Tues- 
day lecture was labeled ‘The Dizzy Patient.” One 
committee member commented that he had “dozens of 
‘dizzy’ patients, but they weren’t all actually dizzy.” 
So the title quickly became more specific with the ad- 
dition of the question: “Is It Labyrinthitis?””? Within 
this properly medical area of reference, the subject 
will be discussed by Dr. Theodore E. Walsh, who is 
professor and head of otolaryngology at Washington 
University, St. Louis—a post he has held for the past 
18 years. 

Born in England at the beginning of the century, Dr. 
Walsh received his medical and surgical training at St. 
Thomas, London. In 1929 he came to Billings Memorial 
Hospital, Chicago, and until 1940 was on the faculty of 
the University of Chicago. He is active in numerous 
associations in his special field and is perhaps best 
known as the editor of Laryngoscope. 

Dr. Walsh points out the importance of differentiat- 
ing between rotary vertigo and the dizziness which is 
the sense of “blacking out.”’ The role of labyrinthitis 
in producing the first of these conditions will be out- 
lined during the closing Tuesday speech, with an 
enumeration of the diagnostic signs of the principal 
causes of the disorder: Meniere’s Disease; acute and 
chronic otitis media; and labyrinthine vascular acci- 
dents. 

Central lesions giving rise 
to vertigo will also be re- 
viewed: Cerebellopontine 
angle lesions; vestibular 
neuronitis; multiple sclero- 
sis; cerebellar lesions; and 
small vascular lesions of the 
pons cerebelli. The features 
ofa careful history, essential 
to any accurate differential 
Theodore E. Walsh, M.D. diagnosis, will be covered 
Will point out the difference by Dr. Walsh and the im- 
between rotary vertigo and portance of audiometric 
blacking out. studies emphasized. 
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CONTINUED FROM PAGE 35 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


*Feb. 11—-Mar. 11. New York University Post-Graduate Medical 
School, part-time course on arthritis and related dis- 
orders, Tuesdays, New York City. 

*Feb. 12. University of Oklahoma, urology symposium, Okla- 
homa City. 

*Feb. 13—May 29. University of Michigan, review course in 
anatomy, Thursdays, University Hospital, Ann Arbor. 

Feb. 14. Albert Einstein Medical Center, course in hematology, 
Fridays for ten sessions, Philadelphia. 

*Feb. 17-18. Kansas University, symposium on clinical chem- 
istry, Kansas City, Kan. (12 hrs.) 

Feb. 17—21. American College of Physicians, course on selected 
problems in internal medicine, Los Angeles County 
Hospital, Los Angeles. 

*Feb. 17-22. New York University-Bellevue Medical Center, 
full-time course on review of clinical pediatrics, New 
York City. 

*Feb. 19. Summit County (Ohio) chapter and Summit County 
Medical Society, Akron Venereal Disease Seminar, General 
Hospital, Akron. 

*Feb. 19-20. University of Buffalo, course in arthritis, Buffalo, 

Feb. 20. Kansas University and Kansas Medical Society, clinic 
on surgery of the biliary tract, Kansas City, Kan. 

*Feb. 23. Ohio chapter and Southwestern Ohio Society of General 
Physicians, symposium on selected medical and neurologic 
problems, Netherland Plaza Hotel, Cincinnati. (6 hrs.) 

*Feb. 24-25. Kansas University, symposium on the heart: the 
acute coronary occlusion, Kansas City, Kan. (12 hrs.) 

*Feb. 26-27. Kansas University, symposium on neurology and 
neurosurgery, Kansas City, Kan. (12 hrs.) 

*Feb. 28. University of Mississippi, course on recent advances 
in care of amputees, Jackson. (5 hrs.) 

*Mar. 3. New York University-Bellevue Medical Center, part-time 
course in gastroscopy and flexible tube esophagoscopy, 
three months duration, Mondays, Wednesdays, Fridays, 
New York City. 

Mar. 3-6. New Orleans Graduate Medical Assembly, 21st 
annual meeting, Roosevelt Hotel, New Orleans. 

*Mar. 3—7. University of Oklahoma, course in basic electro- 
cardiography, Oklahoma City. 

*Mar. 3-7. University of California, course for physicians in 
general practice, San Francisco. 

*Mar. 3-12. Broward (Florida) chapter, Mediclinics of Minnesota, 
Governor's Club Hotel, Ft. Lauderdale, Fla. (32 hrs.) 

Mar. 5. Albert Einstein Medical Center, refresher course for 
general practitioners, 15 Wednesdays, Philadelphia. 

*Mar. 5-6. University of Buffalo, course in obstetrics, Buffalo, 

*Mar. 6-7. University of Oklahoma, ophthalmology-otolaryn- 
gology symposium, Oklahoma City. 

*Mar. 8. University of Oklahoma, obstetric-gynecologic sym- 
posium, Oklahoma City. 

*Mar. 9. Southwestern Ohio Society of General Physicians, 
course on E.N.T. problems and allergic respiratory disease, 
University of Cincinnati. 

*Mar. 10-12. Kansas University, symposium on pediatrics, 
Kansas City, Kan. (18 hrs.) 

*Mar. 12. University of Nebraska, course in diseases of the skin, 
Omaha. 

*Mar. 24-27. American Academy of General Practice, Tenth 

Annual Scientific Assembly, Dallas Memorial Auditorium, 

Dallas, Tex. (15 hrs.) 
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06 - @ procaine penicillin i.m. before REMANDEN 


< 
procaine penicillin i. m. alone 
Fe A procaine penicillin i. m. with REMANDEN 


100,000 units Penicillin G plus 0.25 Gm. ‘Benemid’. 


Fl 


0 4 12 20 24 
TIME IN HOURS 


300.000 vu. 1.M. each@ equals 1 REMANDEN-100 Tablet containing’ 


PENICILLIN WITH BENEMID® 


The Benemid in REMANDEN allows recirculation 
of the penicillin— without interfering with normal 
renal function. Penicillin concentrations are 2 to 
4 times higher with REMANDEN than with other 
oral penicillin preparations. Comparable, in fact, 
to those of intramuscular penicillin. REMANDEN 
can be used by itself or to supplement parenteral 
therapy. Available in Tablets or Suspension for 


flexible dosage. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


The only oral penicillin that gives 
results comparable to parenteral penicillin 
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SCIENTIFIC LECTURE PROGRAM 


TENTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 
MARCH 24-27, DALLAS, TEXAS 


2. Common Anemias 


Monday Tuesday Wednesday Thursday 
Hour March 24 March 25 March 26 March 27 
9:00-9:30 a.m. REGISTRATION Surgery of the Diagnostic Trauma 
BEGINS 9:00 A.M. Biliary Tract Clinic on X-Ray Nicholas J. 
Manuel E. Interpretation Giannestras, M.D. 
- OPENING Lichtenstein, M.v. Leo G. Rigler, M.D. MODERATOR 
OF SCIENTIFIC MODERATOR Harrison L. 
9:30-10:00 a.m. AND TECHNICAL The Indefinite Sol Katz, M.v. McLaughlin, m.v. 
EXHIBITS Pelvic Mass Chest Fractures 
9:00 a.m. Conrad G. Julian M. Michael L. 
Ruffin, M.v. Mason, M.D. 
¥ Abdomen Hand Injuries 
Frank H.: 
Mayfield, 
Head and Neck Injuries 
10:00-11:00 a.m. RECESS FOR EXHIBITS 
11 :00—12:00 a.m. Pediatric Medicine Limitations Medical Hypnosis 
1. Antibiotics in of the EKG with Practical 
Pediatrics Willis Hurst, M.v. Demonstrations 
Erwin Neter, MODERATOR William T. Heron, 


E. Grey Dimond, M.v. 


MODERATOR 


of Infancy and Bruce Logue, M.D. Maurice E. 
Childhood Bryant, M.D. 
Anthony V. Milton H. 
Pisciotta, M.D. Erickson, M.D. 
WELCOMING SPEECHES 
12:00-1 :30 p.m. 1:00 p.m. NOON RECESS LECTURE PROGRAM 
1:30-3:00 p.m. The Problem of New Developments Manipulative 
Aging in Medicine and Operative 
1. Medical Problems | 1. Coronary Obstetrics , 
Edward H. Hashinger, Thrombosis Herbert E. 
M.D. Howard B. Sprague, Schmitz, M.D. a 
2. Psychiatric and M.D. MODERATOR 
Adjustment 2. Newer Concepts Jack A. Pritchard, 
Problems in the Treatment M.D. 
Daniel Blain, M.v. of Duodenal Ulcer Willard R. Cooke, M.v. 
3. Surgical Problems| Stewart G. Wolf, Jr., Robert A. Johnston, 
G. A. Hallenbeck, m.v. M.D. M.D. 
3. The Treatment of 
Common Skin 
Diseases 
Everett C. Fox, M.v. 
3:00-4:00 p.m. RECESS FOR EXHIBITS 
4:00-4:30 p.m. The Emotional and The Family Doctor Urologic 
Physical Problems and His Problem Problems in 
of the Teen-Ager Eye Cases General Practice 
Andrew S. Tomb, M.v.| Malcolm A. McCannel, Lloyd G. Lewis, M.D. 
MODERATOR M.D. MODERATOR 
John G. Young, M.v. Harry M. Spence, M.v. 
4:30-5:00 p.m. (Pediatrician) The Dizzy Patient— Daniel R. Higbee, M.v. 
George A. Constant, Is it Labyrinthitis? 
M.D. Theo. Walsh, M.v. 
(Psychiatrist) 
| EVENING STATE CHAPTER DELEGATES DINNER PRESIDENT’S 
FUNCTIONS RECEPTION 
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THE AMERICAN ACADEMY OF GENERAL PRACTIiC; 


(COMBINED WITH THE DALLAS SOUTHERN CLINICAL 


servation 


(3 


ALTHOUGH there is a large number of hotels in Dallas 
and a maximum of their rooms will be available for our 
Assembly, last year’s attendance in Saint Louis, Missouri, 
indicates all rooms will be assigned by February 1, 1958. 
Make Your Reservation . . . Now! But if you are unable to 
attend, cancel early so another member may have an op- 
portunity to attend. 


‘Map of Downtown Dallas 
Showing Key Convention 
Locations 
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9. Southland 

Ls 9. Lakewood 22. Town House / 

10. Lawn 23. Travis LI 

11. Lennex 24. White Plaza 

iz 12. Lido 25. Whitmore 

Loma Alte 26. Wynnewood 


SOCIETY 


REMEMBER: 


_ } Room assignments will be made in order received. 


® Reservation requests should be sent to the AAGP Housing 
Bureau, 1101 Commerce Street, Dallas, Texas. 


> Only a few rooms available at the Hotel Statler Hilton in 
addition to those set aside for delegates and speakers. 
Delegates must make their own reservations although a 
block of rooms is reserved for them. A special form will 
be sent delegates of record. 


> Be sure to list definite arrival and departure time; names of 
all occupants of room. 
® Academy Headquarters will be at the Dallas Memorial 
Auditorium. 


} Delegates’ registration at the hotel Saturday morning, March 
22. Ady registration for members at the hotel on Sat- 
urday afternoon, March 22, and Sunday, March 23; also at 
the Dallas Memorial Auditorium on Sunday, March 23. Start- 
ing Monday morning, March 24, all registration at Dallas 
Memorial Auditorium. 


> CANCEL EARLY if you cannot attend so another member | 
may obtain a room. 


USE THIS CONVENIENT HOTEL RESERVATION roru | 
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FOR YOUR CONVENIENCE in making hotel reservations for 
the coming meeting of The American Academy of General 
Practice on March 24-27, 1958, in Dallas, hotels and their 
rates are listed. Use the form at the bottom of this page, 
indicating your first, second and third choice. Because 
of the limited number of single rooms available, you will 
stand a much better chance of securing accommodations at 
the hotel of your choice if you request rooms to be occupied 
by two or more persons. All reservations must be cleared 
through the housing bureau. All requests for reservations 
must give definite date and hour of arrival as well as definite 
date and approximate hour of departure. Names and addresses 


of all persons who will occupy rooms requested MUST be in- 


AAGP Housing Bureau 
| 1101 Commerce Street 
| Dallas, Texas 


Singles 
$ 5.00-14.00 


5.00- 8.00 
LAKEWOOD 4.50- 5.50 6.00- 7.00 7.00- 8.00)... 
LAWN 4.50- 5.50 6.00- 7.00 7.00- 8.00 ...... eee 
LENNOX 5.00 7.00 7.50 10.00-32.00 
LIDO 7.00-10.00 7.00- 9.00 8.00-10.00  20.00-25.00 
LOMA ALTO 4.50- 5.50 6.00- 7.00 7.00 10.00-12.50 
LYNN 5.00- 6.00 6.50- 7.50 7.00- 8.00 11.50-12.00 
*MAYFAIR 4.00- 5.00 5.00- 7.00 7.00- 8.00 7.50-12.00 
MELROSE 6.00-10.00 8.00-10.00 9.00-12.00  16.00-26.00 
MIRAMAR 4.50- 5.00 6.50- 7.00 8.50 15.00 
OAKS MANOR 6.00-10.00 7.00- 9.00 8.00-10.00  18.00-20.00 
*SOUTHLAND 4.50- 8.50 5.50- 8.50 7.50-15.00  16.50-17.50 
*STATLER HILTON 7.00-14.00  10.00-16.00 12.50-18.00  25.00-75.00 
Headquarters Hotel (Limited number of rooms available for general assignment.) 
STONELEIGH 6.00- 9.00 8.00-11.00  16.00-25.00 
TOWN HOUSE 7.00-10.00 8.50-10.00 9.00- 9.50 25.00 
*TRAVIS 5.50- 9.00 8.00- 9.00 8.00- 9.00 15.00 
*WHITE-PLAZA 5.00- 8.00 5.50-10.00 7.00-12.00  10.00-27.00 
*WHITMORE 5.00- 6.00 6.00- 7.50 8.00 10.00-20.00 
WYNNEWOOD 4.00- 6.00 5.50- 7.00 6.00- 7.00 9.50-15.00 


*Denotes downtown hotels. 


ALL RESERVATIONS MUST BE RECEIVED 


Please reserve the following accommodations for the A.A.G.P. Tenth Annual Scientific Assembly on March 24-27, 1958 in Dallas, Texas. 


PRIOR TO MARCH 1, 1958 


: Single Room. Double Bedded Room. Twin Bedded Room. 

_ 2 Room Suite. Other Type of Room. Rate: From $. to $. 

| First Choice Hotel Second Choice Hotel Third Choice Hotel 

Arriving at Hotel (date). Hour A.M, P.M. 
| Leaving (date) Hour AM. P.M. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin bedded room 
| Fequested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms asked for: 


(Individual Requesting Reservations) 


Name. 


If the hotels of your choice are unable fo accept 
your reservation the AAGP Housing Bureau will 


Address 


make as good a reservation as possible elsewhere 


providing that all hotel rooms available have not 
already been taken. 


| 
| 
| 
| 
| 
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sit Co, Doubles Twins Suites 
ric. *ADOLPHUS $ 8.50-14.00 $ 9.00-15.00  $20.00-40.00 
AGL *BAKER 5.00-11.00 7.00-11.50 8.50-14.00 _23.00-37.50 
RN CLIFFTON 4.00 4.00- 6.00 7.50 
CE *CLIFF TOWERS 4.00- 5.50 5.50 7.00- 8.00 15.00 
SINS COTTON BOWL 3.50 
CREST PARK 6.00-12.00 12.00-15.00 
(Suites only) 
ACCOMMOCAUONS 
cluded. 
| | 
| 
| 
| 
| 
| 
q 
| 
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Creating a major drug with great new 


romise*. 


*Coming soon from 


News from the State Chapters 


ASIAN INFLUENZA and the best methods of vaccinating 
persons against it caused considerable discussion at 
the ninth annual scientific meeting of the Wisconsin 
chapter September 15-17 at Hotel Plankinton in Mil- 
waukee, and the Milwaukee Auditorium. 

The chapter’s congress of delegates passed a resolu- 
tion discouraging mass vaccinations except under the 
direction of the family physician. The action was taken 
because the family doctor is the only person who would 
know about possible allergic reactions and about the 
patient’s general health. The members took note that, 
although most reactions to the vaccine were reportedly 
minor, they could be severe in individual cases. 

Dr. William H. Stewart, assistant to Dr. Leroy 
Burney, Surgeon General of USPHS, spoke on Asian 
flu at the meeting. (See cut.) He advised that persons be 
asked about their allergic reactions before getting the 
vaccine and that it not be given to persons allergic to 
eggs. 

A total of 900 persons, including 440 physicians, 
attended the meeting. The doctor registration is about 
60 per cent of the total chapter membership. 

Dr. David N. Goldstein of Kenosha was chosen 
president-elect to succeed Incoming President T. J. 
Nereim of Madison. Dr. Robert F. Purtell, Milwaukee, 
was the retiring president. (See cut.) Dr. Edgar End, 
Wauwatosa, was re-elected secretary-treasurer, and 
Dr. Purtell was elected delegate to the AAGP meeting 
for a two-year term. 

Dr. Royden F. Collins, Madison, was elected speaker 
of next year’s congress of delegates. Elected to three- 
year terms to the board of directors were Drs. C. A. 
Fosmark, Madison; Norbert McGreane, Darlington 
and Robert E. Callan, Milwaukee. 

A chapter-sponsored postgraduate program was 
initiated during the meeting. The theme for 1957 has 
been “Laboratory Medicine and Its Application to 
General Practice.” The program began in September, 
with six two-hour sessions in three cities: Milwaukee, 
Madison and Wausau. The chapter eventually hopes 
to have 25 to 30 such courses operating at one time 
throughout the state. 

An overflow crowd of 225 persons attended the an- 
nual banquet at the Plankinton September 16 to hear 
Major David G. Simons, Alamogordo, N. Mex., the Air 
Force physician-balloonist who soared to 102,000 feet 
August 19 and 20 in an aluminum capsule suspended 
beneath a plastic balloon. (See cuts.) Major Simons re- 
placed Danish Explorer Peter Freuchen as speaker, 
who died, just prior to the meeting, on his way to the 
Arctic to make television films. 
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U.S. Official a Wisconsin Speaker A Presidential Pose— Wisconsin 
—Dr. William H. Stewart of  chapter’s new presidential trio 
Washington, D. C., assistant to is Dr. David N. Goldstein, 
U.S. Public Health Service Sur- Kenosha, president-elect (left to 
geon General, Dr. L. E. Burney, right); Dr. T. J. Nereim, Madi- 
gave a talk on “Asian Influ- son, incoming president and 
enza” at Wisconsin chapter’s Dr. Robert F. Purtell, Milwaukee, 
recent annual meeting. outgoing president. 


A Special Show for Diners—This view shows a small part of the 
225 banquet guests who were entertained by slides and movies of 
guest speaker, Major David G. Simons’ 102,000 foot ascent via 
plastic balloon. 


News Conference Covers Balloon Ride—Major David G. Simons 
of the Air Force (right), who recently soared in an aluminum capsule 
beneath a plastic balloon to a height of 102,000 feet, is featured 
at Wisconsin chapter’s first news conference, held during its annual 
meeting in September. Also shown are Mr. Bob Herzog (left), news 
director of television station WXIX in Milwaukee and Dr. Edgar End, 
Wauwatosa, chapter secretary-treasurer. 
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ACE-HESIVE 


B-D 
for elastic bandaging that stays in place 


New B-D ACE-HESIVE provides the elasticity and support of famous B-D 
quality cotton elastic, plus the added strength and holding properties of a 
specially developed adhesive backing. 


+ unfailing support —will not slip or creep, even in hard-to-bandage areas 


« sufficient elasticity— correct combination of stretch and tension ensures uniform 
pressure and ease of application 


minimum skin reaction —purest-grade ingredients practically assure freedom 
from skin sensitivity 


* semipermeable — permits passage of air and excess exudates 


Becton, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 


B-D AND ACE-HESIVE, T.M. REG. U.S, PAT. OFF. 


Handy New Tube Package 
Twelve inches of ACE-HESIVE 
cut ia 2%, 4” widths. 
Packaged in waxed, 

secled tube. 


individual Package 
Each banciage ina moisture-proof 
olyethylene bog, individually boxed. 


IM 
WAN 


; 
4 
& 
“3 
4 
j 
j 
in 2", 2Va", 3" and 4" widths. 


Major Simons showed colored slides and movies of 
his record ascent. It was the first time the movies and 
slides had been shown in public and it was the first 
time, except for a news conference immediately after 
the flight, that Dr. Simons had talked with an outside 
group about the ascent. He was on his way to Europe 
to address a scientific group at Barcelona on details of 
the record altitude reached. 

A total of 52 commercial exhibitors filled all available 
exhibit space. Several television appearances brought 
news to the public of the meeting, as did front page 
stories in both of Milwaukee’s newspapers. The story 
on Asian flu was carried on wire services and printed 
in newspapers throughout the country. 
> Approximately 100 general practitioners and their 
wives attended the annual meeting of the Connecticut 
chapter October 6 at Waverly Inn, Cheshire, Conn. 

Dr. Joseph P. Massaro, Manchester, is the chapter’s 
new president-elect. The new officers who were in- 
stalled at the meeting are: Dr. Edwin F. Trautman, 
Trumbull, president; Dr. John Monacello, Windsor, 
secretary and Dr. Peter J. Scafarello, Hartford, treas- 
urer. (See cut.) 

Delegates to the AAGP Assembly are Drs. Scafarello 
and Edwin R. Connors, Bridgeport. Alternates are 
Drs. Massaro and Edmund L. Douglass, Groton. Dr. 
Morris Sulman, New London, is a new board member. 
> Dr. I. Ripon Wilson, Jr. of Charleston was named 
president-elect at South Carolina chapter’s annual 
meeting October 3-4 at Clemson. Dr. Homer M. Eargle 
of Orangeburg succeeds Dr. Charles N. Wyatt of 
Greenville as president and Dr. Horace M. Whitworth 
of Greenville is the new secretary-treasurer (see cué). 

Academy President Malcom Phelps of El Reno, 
Okla., was guest speaker at the banquet which was held 
the first evening. 

Following registration which totaled 176 (111 of 
these being doctors), the Rev. E. D. Stockman, pastor 
of Clemson College Lutheran Church, gave the invoca- 
tion and Dr. Frank Pool, president of Clemson College, 
gave the welcoming address. 

Dr. Weston M. Kelsey of Bowman-Gray School of 
Medicine presented the first scientific paper. Others 
were Drs. Isadore Dyer, Tulane University; Harry M. 
Robinson, University of Maryland; Benjamin Manches- 
ter, Washington, D. C.; David R. Hawkins, University 
of North Carolina and Julian Price, Florence, S. C. 
(See cut.) 

Mr. Porter W. Carswell of Waynesboro, Ga. was the 
luncheon speaker. 

On the program the second day were Drs. G. P. 
Cone, Orangeburg; Edward S. Orgain, Duke Univer- 
sity; S. F. Ravenell, Greensboro, N. C. and R. L. 
Sanders, Sanders Clinic. 
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Connecticut Officers in Conference—Drs. Richard Elgosin, a past 
president (standing left to right), John Monacello, secretary and 
Peter Scafarello, treasurer, discuss chapter proceedings with Drs. 
Edwin Trautman, president (seated left to right) and Joseph Massaro, 
president-elect. 


New and Re-elected Officers — Elected president-elect at South Caro- 
lina chapter’s October 3-4 meeting in Clemson was Dr. |. Ripon 
Wilson, Jr. (left). Dr. Horace M. Whitworth (center) was re-zlected 
secretary-treasurer and Dr. Homer M. Eargle assumed the presidency. 


Speakers Confer with Presidents—Discussing the progress of South 
Carolina’s meeting are Scientific Speaker David R. Hawkins (eft to 
right), Retiring President Charles N. Wyatt, Speaker Benjamin 
Manchester and New President Homer M. Eargle. 
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What’ t4-Q Sensible Breakfast a 


Quaker Oats and Mother’s Oats, 
the two brands of oatmeal offered 
by The Quaker Oats Company, 
are identical. Both brands are 
available in the Quick (cooks in 
one minute) and the Old-Fash- 
ioned varieties which are of equal 
nutrient value. 


*WHEN THE DAY’S CALORIE ALLOWANCE IS 


The division of his day into periods for pro- 
ductive work, for play, and for sleep makes man 
fare best when his total daily food intake is dis- 
tributed over three sensibly organized meals. 


Since a high percentage of adolescents and 
adults forego or skimp breakfast, the physician 
might well point out the need for a sensible 
breakfast: a meal which provides energy for a ~ 
morning of productive work, which allays hunger 
until the noon meal, which supplies an adequate 
share of the day’s nutrient requirements, and 
which consists of inviting, easily digested foods. 


A dish of oatmeal helps fulfill the require- 
ments of such a breakfast: It provides readily 
available energy; it helps to allay hunger 
throughout the morning; it makes a notable 
contribution to the day’s nutritional needs; it 
fits into virtually every breakfast, including 
most of those especially low in calories. * 


Oatmeal is richer in protein than other whole- 
grain breakfast cereals. None are as high in thia- 
mine as oatmeal. Also, oatmeal provides other 
B-complex vitamins. Its mineral content, espe- 
cially of iron and phosphorus, rates it among 
the leaders. 


Its delicious taste and easy digestibility fur- 
ther qualify oatmeal as an ideal “habit food” 
for a sensible breakfast. 


1400 CALORIES OR LESS PER DAY 2400 CALORIES PER DAY 3000 CALORIES OR MORE PER DAY 
Breakfast Breakfast Breakfast 
Approximately 300 Calories Approximately 500 Calories Approximately 706 Calories 
Orange juice, 4 oz. Orange juice, 4 oz. Orange juice, 4 oz. 
Oatmeal, 1 oz. Oatmeal, 1 oz. Oatmeal, 1 oz. 
Skim milk, 4 oz. Milk, 4 oz. Milk, 4 oz. 
Sugar, 1 tsp. Sugar, 1 tsp. Sugar, 1 tsp. 
Toast, 1 slice One egg Two eggs 
lightly buttered Toast, 2 slices Bacon, 2 strips 
+Coffee without cream or sugar with butter or jelly Toast, 2 slices 
+Coffee with cream and sugar with butter or jelly 
+For children substitute 4 oz. skim milk +Coffee with cream and sugar 
The Quaker Oats ©@mpany 
CHICAGO 
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> A congress of delegates’ meeting of representatives 
from regional chapters was a “‘first’’ for Oregon chap- 
ter’s tenth annual meeting September 26-27 in Port- 
land. 

Important actions of the congress included the elec- 
tion of officers and the passing of a resolution to be 
submitted at the AAGP Assembly concerning an in- 
dividual physician audit in the hospitals. 

Dr. Robert H. Tinker of Portland was chosen presi- 
dent-elect; Dr. Bertram L. Trelstad of Salem succeeded 
Dr. Bernard P. Harpole of Portland as president and 
Dr. Stanley A. Boyd of Portland was elected vice 
president. (See cut.) Dr. Roswell S. Waltz of Forest 
Grove is a new director and Dr. Verne L. Adams of 
Eugene is a new delegate. 

One hundred sixty-eight physicians registered for 
the meeting. Incoming Chapter President Trelstad was 
program chairman. He was assisted by Drs. Robert H. 
Tinker and Warren W. Hale of Portland and Dr. 
Murdock E. McIntyre of Eugene. 

Drs. Harpole and Adams were among scientific 
speakers. Others were University of Oregon Medical 
School professors, F. Herbert Bentley, Thomas B. 
Fitzpatrick, Ralph C. Benson, Donald B. Slocum, 
Robert M. Hansen and Allen M. Boyden; Drs. Richard 
F. Berg, Boston; Norman Jolliffe, Columbia University ; 
lan Thompson, University of Michigan; N. Frederick 
Hicken, University of Utah and M. Harvey Johnson, an 
eye disease specialist. 

AAGP Membership Commission Chairman D. Wil- 
son McKinlay of Spokane, Wash. was a guest luncheon 
speaker (see cut). A panel discussion was conducted 
during the second day’s luncheon for which Drs. 
Hicken, Thompson and Jolliffe participated. Dr. Har- 
pole was moderator. 

Immediate Past Academy President J. S. DeTar of 
Milan, Mich. was guest banquet speaker, giving a talk 
on “General Practice—What About the Future?” 
(See cut.) 

A 7:30 a.m. golf tournament at Columbia Edgewater 
Country Club was the grand climax of the meeting. 

A luncheon style show was held for the ladies. 
> A registration of 845, with 527 of those being doc- 
tors, topped all previous records at Ohio chapter’s 
seventh annual scientific meeting September 17-19 in 
Columbus. 

At the business meeting Dr. Charles R. Marlowe of 
Toledo was named president-elect; Dr. Earl C. Van 
Horn of Cincinnati succeeded Dr. Roscius C. Doan of 
Miamisburg as president (see cué) and Dr. Howard R. 
Mitchell of Columbus was re-elected treasurer. 

Dr. Lewis W. Cellio of Columbus was re-elected 
speaker of the house of delegates and Dr. Roger A. 
eatee of Bowling Green, the vice speaker. Drs. Frank 
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Sunset State Officers—New Oregon chapter officers and Retiring 
President Bernard P. Harpole are shown during their recent annual 
meeting in Portland. Left to right are Dr. Robert H. Tinker, president- 
elect; Dr. Stanley A. Boyd, vice president; Dr. Bertram L. Trelstad, 
president and Dr. Harpole. 


Academy Director a Speaker—Dr. 
D. Wilson McKinlay of Spokane, 
Wash., chairman of the Acad- 
emy’s Membership Commission, 
left, is being greeted at Oregon’s 
meeting by Retiring Chapter Presi- 
dent Bernard P. Harpole. 


Full House— The Grand Ballroom of Portland’s Multnomah Hotel 
was filled to capacity when the Oregon chapter held its annual 
banquet. 


Passing Along a Symbol—Dr. 
Roscius C. Doan, retiring Ohio 
chapter president (right), pre- 
sents the president’s gavel to his 
successor, Dr. Earl C. Van Horn, at 
the annual meeting held in Sep- 
tember. 
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NITRANITOL 


2 tablets times daily. 
“cases, Lior? tablets every four to six 


Delegates at Work—A partial view of Ohio chapter's house of dele- 
gates is shown with Dr. Lewis W. Cellio, speaker, at the podium. 
Left to right are Executive Secretary Earl D. McCallister, Vice Speaker 
Roger A. Peatee, Dr. Cellio and Dr. Charles Meek, parliamentarian. 
Thirty local chapters, with 60 delegates, were represented. 


Getting Down to Brass Tacks —Here is a view of the opening session 
at Ohio’s annual scientific meeting. At the podium is Guest Speaker 
Paul A. Nelson. Seated is Presiding Officer James R. Jarvis. 


Banquetites Total 257—Registration—including banquet attendance 
—ran high for Ohio chapter’s recent annual meeting. Honorees at 
the speakers’ table are Mrs. Doan (left to right), Dr. Roscivs Doan, 
Mrs. Marlowe, Dr. Charles R. Marlowe, Mrs. Rynearson, Dr. Edward 
Rynearson, the banquet speaker; Mrs. Hudson, Dr. Robert Hudson, 
toastmaster; Mrs. Mitchell, Dr. Howard R. Mitchell, Sr., Mrs. Fulmer, 
Chaplain (Lt. Col.) Walmer P. Fulmer, Mrs. Van Horn, Dr. Earl Von 
Horn, Mrs. McCallister and Dr. Earl D. McCallister. 
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M. Good, Toledo, Eugene W. Peters, Cleveland and 
Charles J. Cooley, Oberlin became new directors. The 
following were re-elected to the board of directors: Drs. 
J. Robert Hudson, David L. Steiner, Lewis L. Liggett 
and William J. Hartlage. 

Among resolutions presented during the house of 
delegates meeting (see cut) was the request that the 
AAGP Board of Directors and AAGP Hospital Com- 
mission seek Academy representation on the Joint 
Commission on Hospital Accreditation. 

One-hundred delegates, officers, past presidents and 
their wives attended the delegates-officers dinner. Dr. 
Cellio was in charge of arrangements and Dr. Herbert 
W. Salter, a past chapter president, was master of 
ceremonies. 

On the scientific speaker list the following two days 
were Drs. Morton Hamburger and Louis J. Wise, 
Cincinnati; Frank J. Ayd, Jr., Baltimore; Paul A. Nel- 
son (see cut), J. I. Kendrick and Walter L. George, 
Cleveland; Malcolm L. Barnes and George S. Allen, 
Louisville; Nathan E. Silbert, Lynn, Mass.; Richard 
Patton and John E. Aldrich (D.D.S.), Columbus; 
James L. Dennis, Oakland, Calif. and Edward Allen, 
Chicago. 

Dr. Edward H. Rynearson of Rochester, Minn. was 
guest speaker at the banquet. (See cut.) His talk was 
entitled, “Both Doctors and Patients Are Human 
Beings.” 

Included among the guests were Dr. and Mrs. Fran- 
cis P. Rhoades and Dr. E. Clarkson Long from Michi- 
gan and Drs. Lester Bibler and O. T. Scamahorn from 
Indiana. 
> Dr. A. T. Tatum of Petal was named president-elect 
at Mississippi chapter’s ninth annual meeting held 
September 18-19 at Heidelberg Hotel in Hattiesburg. 

Other new officers are Dr. John C. Longest, State 
College, new president succeeding Retiring President 
A. V. Beacham of Magnolia; Dr. L. F. Rittelmeyer of 
University Medical Center in Jackson, vice president, 
formerly a director and Dr. R. J. Moorhead of Yazoo 
City, secretary-treasurer, also a former director. (See 
cut.) 

Also during the business meeting, the chapter went 
on record as favoring the enactment of stricter marriage 
laws for the state. In another resolution, the chapter 
expressed its opposition to social security for physi- 
clans, 

Among guest speakers at the meeting were Academy 
Past President J. S. DeTar and Jimmy Arrington, an 
editor from Collins. Major Frederick Sullens, editor 
of the Jackson Daily News, was the luncheon speaker. 
( See cut.) 

Scientific speakers were Drs. L. V. Dill, Washington, 
1). C.; James W. Headstream, University of Arkansas; 
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Magnolia Staters in Office —New officers of the Mississippi chapter, 
elected at their September 18-19 meeting, are Drs. R. J. Moorhead, 
secretary-treasurer (left to right); A. T. Tatum, president-elect; John 
C. Longest, in-coming president; A. V. Beacham, retiring president 
and L. F. Rittelmeyer, vice president. 


Mississippi's President and Lunch- 
eon Speaker—Dr. John C. Longest 
(left), the chapter’s new president, 
is shown here with the luncheon 
speaker, Major Frederick Sullens, 
editor of the Jackson Daily News. 
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Speakers and Hosts—During Mississippi chapter’s meeting in 
Hattiesburg, a quartet of chapter officers and speakers discuss the 
meeting. Left to right are Chapter Vice President Louis F. Rittelmeyer, 
Chapter Secretary-Treasurer R. J. Moorhead and Scientific Speakers 
John G. Young of Dallas and Ray O. Noojin of the Alabama School of 
Medicine, Birmingham. 
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AEROSOL THERAPY EQUIPMENT 


FOR 
continuous, intermittent or occasional treatment periods. 
DeVilbiss nebulizers, of proven reliability, create 
medication particles of suitable and effective size to 
reach all recesses of the lungs and bronchi. 


COMPRESSOR 
NO. 501 


RETAIL $56.50 


NEBULI 


NO. 841 continuous-flow-nebulizer L— compressor combin- 
~ation. Variable “Sutput regufator controls delivery rates. 


Nebulizer combina- Bulb operated Bulb operated 

tion, complete with nebulizer for me- nebulizer, for max- operated, nebulizer. 
nasal tips and oral dium volume. imum volume. leakproof, conven- 
adaptor. Retail..... . - $2.50 Retail ient to carry. 


Retail Retail.......$5.00 


All DeVilbiss Nebulizers are constructed to precise tolerances, assuring 
correct particle size for effective aerosol therapy. 


Since 1888 ... three generations of physicians 
have used and prescribed DeVilbiss 


SOMERSET, PENNSYLVANIA 
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Ray O. Noojin, Medical College of Alabama; John G. 
Young, Dallas, Tex. and Floy Jack Moore, University 
Medical Center, Jackson (see cut, page 201). 

> Registration reached 338 at lowa chapter’s ninth 
annual meeting held in Des Moines September 22-24. 
(See cut.) Opening the three-day sessions were board 
of directors’ and officers’ meetings Sunday afternoon. 

Dr. Donald H. Kast of Des Moines succeeded Dr. 
Charles A. Nicoll of Panora as president at the election 
of officers. Dr. R. L. Knipfer of Jesup was elected 
president-elect and Dr. H. W. Mathiasen of Council 
Bluffs, vice president. Dr. Verne Leroy Schlaser of 
Des Moines remains as secretary-treasurer. 

Initiating events on the scientific program were 
special greetings by the Rev. Frank Nugent, Dowling 
High School principal; Dr. B. M. Merkel, Polk County 
Medical Society president and Dr. Fred Sternagel, 
Iowa State Medical Society president. 

Scientific speakers throughout the meeting were 
Drs. Charles F. Shook, Toledo; G. deTakats, Chicago; 
Thomas G. Ward, Notre Dame University; Claude R. 
Hitchcock and Daniel J. Moos, University of Minn.; 
Karl Lofgren and John S. Lundy, Rochester, Minn. ; 
E. Grey Dimond, University of Kansas; Willis M. 
Fowler and W. C. Keettel, lowa City. (See cut.) 

A panel on obstetric problems had as participants 
Drs. Lofgren, Dimond, Fowler and Lundy, with Dr. 
Keettel moderating. 

Session moderators were Drs. Nicoll, C. H. Stark, 
Kast and Schlaser. 

Luncheon talks were given by the Rev. Granger 
Westberg of Chicago, on “Problems Related to Medi- 
cine and Religion,” and Walter L. Stewart, attorney- 
at-elaw in Des Moines, on ‘‘Wills, Taxes and Money.” 

Mrs. C. A. Nicoll, chairman of ladies’ entertainment, 
and her assistants, Mmes. Donald H. Kast and Floyd 
Burgeson, arranged a musical tea at the home of Mrs. 
Burgeson. The ladies were included in both luncheons 
and the annual reception and banquet, held Monday 
evening. 
> Academy Member and recent AMA Award Winner 
Tom D. Spies of Hillman Hospital, Birmingham, Ala. 
was a key speaker at Michigan chapter’s symposium on 
general medicine held September 12 in Detroit. Chap- 
ter President-elect Francis P. Rhoades, who was chair- 
man of the event, and Harry J. Loynd, president of 

Parke, Davis & Company, officially welcomed the more 
than 400 members and guests. (See cuts.) Of this num- 
ber more than 100 were from the Greater Kansas City 
area. 

Speakers other than Dr. Spies were Drs. Thomas H. 
McGavack, George Washington University Medical 
School; Ernest H. Watson, University of Michigan 


GP 


December 1957 


Medical School; Fred R. McCrumb, Jr., University of 


A Luncheon View—A considerable number of the 338 who regis- 
tered for Iowa chapter’s recent ninth annual meeting are shown 
here at a luncheon which was held the final day. 


Luncheon Honorees— Aft one of Jowa chapter’s luncheons, honorees 
at the head table were Drs. V. L. Schlaser, secretary (left to right); 
John Lundy and Willis Fowler, scientific speakers; Mr. Walter Stewart, 
a Des Moines attorney who was luncheon speaker; Drs. C. A. Nicoll, 
immediate past president; Donald Kast, new president; &. Grey 
Dimond, scientific speaker; R. L. Knipfer, president-elect and Karl 
Lofgren, scientific speaker. 


Award Winner a Guest Speaker— 
Dr. Tom D. Spies, an Academy 
member and recent AMA Award 
Winner, was a guest speaker at 
Michigan chapter’s symposium 
on general medicine. 


A Hearty Welcome—Michigan 
Chapter President Francis P. 
Rhoades welcomes guests to his 
chapter’s symposium held at the 
Sheraton-Cadillac Hotel in De- 
troit. 
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To win the heavyweight fight... 


A ‘ STRASIONIC* RELEASE PRODUCT RESIN 


APPETITE CONTROL. oor 10-14 hours, due 


to ‘Strasionic’—sustained ionic—release. 


PATIENT 


APPRECIATION 
one capsule once-a-day. 


PREDICTABLE 


WEIGHT LOSS Biphetamine capsules 
containing a mixture of equal parts of amphetamine and 
dextro amphetamine in the form of a resin complex. 4 
Three strengths—Biphetamine 20 mg., 12% mg., 7% mg. 


For Literature and Samples, Write STRASENBURGH . 


Originators of ‘Strasionic’ (sustained ionic) release 


R. J, STRASENBURGH CO., ROCHESTER, N. Y., U.S.A. 
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Maryland School of Medicine and Drs. Fred D. 
Stimpert (Pu.D.), I. W. McLean and J. K. Weston, all 
of the research laboratories of Parke, Davis & Company. 

A reception and dinner with special entertainment 
were held. 

This was the first in a series of such programs. 
> Senator Fred Behmler, a chapter member from Mor- 
ris, Minn., was a guest speaker at Minnesota chapter's 
seventh annual fall refresher October 15-16 in Minne- 
apolis. His talk was on “Doctors’ Responsibility 
Toward Legislation”. Three hundred seventy-six physi- 
cians registered for the meeting —Minnesota’s first two- 
day session. 

The house of delegates elected Dr. John G. Lohmann 
of Pipestone, president-elect, Dr. Robert B. Potter of 
Minneapolis, vice president and Dr. Paul W. Linner of 
Minneapolis as secretary. (See cut.) Dr. Robert Quello 
of Minneapolis was installed as new president succeed- 
ing Dr. E. J. Fogelberg of St. Paul during the banquet. 

The house also re-elected Dr. William H. A. Watson 
of St. Paul as speaker and Dr. Duane Olson of Gaylord 
was elected vice speaker. (See cut.) Dr. H. E. Drill of 
Hopkins was re-elected a delegate. 

Two medical films which opened the scientific ses- 
sions were “The Doctor Defendent,” a medicolegal 
film, and “The Hepato-Jugular Reflex,” a scientific 
film. Shown later in the meeting were a scientific film 
on “Disorders of the Heart Beat” and another medico- 
legal film, Medical Witness.” 

On the scientific speaker list were Drs. Keith Ham- 
mond, Paoli, Ind. ; Orion H. Stuteville, Chicago; Henry 
Moehring, Duluth; Clark Millikan, Rochester; Philip 
Lewin, Chicago and Leslie Dill, Washington, D. C. 

Eight Minneapolis doctors—Drs. Benj. Bofenkamp, 
Alex Ratelle, Richard Reiley, Charles Neumeister, N. 
K. Jensen, Reynold Jensen, Paul Blake and Theo. H. 
Sweetser, Jr.—were on the program. 

Panelists in a closing discussion on “Prolonged 
Pregnancy and Its Management” were Drs. Rodney 
Sturley of St. Paul; Leslie Dill of Washington, D. C. 
and Minneapolis Doctors Charles McKenzie and Leon- 
ard Lang. 

Academy Executive Secretary Mac F. Cahal was 
guest speaker at the banquet. 

Dr. James A. Blake of Hopkins, who has been asso- 
ciate editor of Minnesota chapter's bi-monthly publica- 
tion, Medical Diggings, is temporarily serving as editor 
since the resignation of Dr. Albert E. Ritt of St. Paul. 
Dr. Ritt, treasurer of the American Academy of Gen- 
cral Practice, has served as Medical Diggings editor 
since its beginning. His multitudinous duties and 
.ctivities have made it mandatory for him to give up 
the editorship. 

» The Tennessee Valley (Tennessee) chapter is one 
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Mr. Speaker—Dr. William H. A. 
Watson (ai rostrum) was re- 
elected speaker of the house of 
delegates. Al his left is Or. €. J. 


Fogelberg, the retiring president. 
To his right is Dr. James A. Blake, 
Minnesota’s executive secretary. 


Minnesotans in Session—Election of new officers was on the agenda 
of the Minnesota Academy's house of delegates shown in session 
during the meeting in Minneapolis. 


of four sponsors of a ‘“Round-the-Clock Poison Control 
Center” which was put into effect October 1 at the 
University of Tennessee Memorial Research Center in 
Knoxville. Dr. Robert F. Lash is director of the center 
which is one of only a few such lifesaving facilities in 
the Southeast and will serve that entire region. 

A complete stock of antidotes and equipment for 
treating poison cases will be on hand at the center, 
which is located in the hospital’s emergency room. 
Physicians may use the facilities or send their patients 
to the center for treatment. 

Other sponsoring agents are the University of 
Tennessee Hospital, the Knoxville Academy of Pedi- 
atrics and the Knoxville Academy of Medicine. 
> Four scientific speakers presented the program at 
Puerto Rico chapter’s scientific meeting held October 
13 at the Oncological Institute in Ponce. 

Chapter President Fernando Vallecillo, Jr., gave a 
welcoming address at the half-day session and Dr. 
Arthur J. Madrazo of Ponce introduced the speakers. 
Scientific papers were presented by Drs. J. Jimenez 
Velez, Paul Mari and Cary Womble of Ponce and Dr. 
Jose A. DeJesus of Puerto Nuevo. 
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Capillary and Vascular Integrity 
and the identifiable biologically-active components of citrus 


An abundance of evidence indicates the con- _ chemicals, toxins, virus, or infection. 

tributing role of certain identified citrus The wide range of application embraces: 
bioflavonoids in the treatment of capillary and _ inflammatory, cardio-vascular, metabolic and 
vascular impairment resulting from stress _ infectious diseases and spontaneous abortion. 
conditions. The stress may be imposed by The identified flavonoid chemical entities 
nutritional deficiencies, environment, drugs, _ under intensive investigation are: 


HESPERIDIN ERIODICTYOL 


DIOSMIN 


These are incorporated in the following products manufactured exclusively by Sunkist: 


Hesperidin Complex 
Hesperidin Purified + Sources of Hesperidin 
Hesperidin Methyl Chalcone 
7 , The available source of Eriodictyol and Diosmin, 
Lemon Bioflavonoid Complex ) found in no other citrus fruit. 


Their biological activity has been demonstrated, including: 


Synergism with Ascorbic Acid 
Potentiation of Epinephrine 
Independent Vasoconstrictor Action 

Anti-hyaluronidase Effect 

Protection against (Selye) DOCA-Salt Injury resembling periarteritis 
Effect on Capillary Fragility 


These materials are finding wide use by the medical profession as incorporated in the specialties 
of leading pharmaceutical manufacturers. 


Sunkist Growers 


PRODUCTS DEPARTMENT 


PHARMACEUTICAL DIVISION - ONTARIO. CALIFORNIA 
. .. first in research to identify and make available the physiologically-active components of citrus fruits. 


REFERENCES: 
10. Boines, G. J., Ann. N.Y. Acad. Sci. 61, 721 (1958). 
1. Javert, C. T., Ann. N.Y. Acad. Sci. 61, 700 (1955). 11. Dietz, N., Jr., Ind. Med. Surg. 26, 229 (1957). 
2. Greenblatt, R. B., Obst. Gyn. 2,530(1953). 12. Macon, W. L., Jr., Ind. Med. Surg. 25, 525 (1956). 
3. Dill, L. V., Med. Ann. Dist. of Columbia, 23, 667 (1954). 13. Martin, G. J., et al., Exp. Med. Surg. 12, 525 (1954). 
4. Jacobson, B. D., Obstet. Gyn. 10, 40 (1957). 14. Fostvedt, G.A., Nut. Res. 12, 1 (1956). 
5. Rinehart, J. F., Ann. Rheumatic Diseases 5, 11 (1945). 15. Beiler, J. M. and G. J. Martin, J. Biol. Chem. 171, 507 (1947). 
6. Rinehart, J. F., Ann. N. Y. Acad. Sci. 61, 684 (1955). 16. Bhagvat, K., Ind. J. Med. Res. 34,87 (1946). 
7. MacLean, A. L. Read at General Clinical Sessions of Ophth. and 17. Fuhrman, F.A., Am. J. Physiol. 181,123 (1955). 
Otolar., Southern Med. Assoc..(Nov. 24, 1947) Baltimore, Maryland 18. Ambrose, A. M. and N. P. Plotnikoff, Fed. Proc. 15, 1283 (1956) 
8. Dresner, J. L., Am. Pract. Dig. Treatment 6, 912 (1955). 19. Bacharach, A.L.and M.E.Coats,J.Soc. Chem. Ind.63, 198(1944). 
9. Warter, P. J., et al, Del. State Med. J. 20, 41 (1948). 20. Horne, G. and H. Scarborough, Lancet 2, 66 (1940). 
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Wives were invited to the scientific program as well 
as to the closing cocktail hour and luncheon. 

On the evening preceding the meeting an informal 
get-together for members and wives featured dinner 
and dancing. 

The annual meeting of the chapter is being held 
December 14 at the Puerto Rico Medical Association 
Building. 
> The sixth annual meeting of the Delaware chapter 
will open December 6 with an evening business meet- 
ing. The scientific session will be held the following 
day closing with a banquet. 

Regular monthly meetings, held October 13 and 
November 10, presented programs on ““The Role of the 
General Practitioner in Tuberculosis Control” and 
“Office Proctology for the General Practitioner.” Both 
meetings were held in Wilmington. 
> Dr. Walter C. Gray, chairman of the Tuberculosis 
Patch Testing Committee of the St. Louis (Missouri) 
chapter recently explained the patch testing program 
at a Kirkwood, Mo. meeting where the program will be 
put into effect in the Kirkwood public schools. The 
program is being presented through the cooperation of 
R-7 School District, the local chapter and the Tuber- 
culosis and Health Society of St. Louis. 

Academy members will interpret the tests, which 
will be offered the more than 7,500 pupils enrolled 
through the 12th grade, early in 1958. Free chest x-rays 
will be given at a later date to all school personnel and 
to all positive reactors and their adult contacts. 
> The Virginia chapter held business meetings and a 
General Practice luncheon during the annual meeting 
of the state medical society in October. On October 27 
a chapter board of directors meeting was held and on 
the following day, a membership and credentials com- 
mittee meeting was conducted. Members and their 
wives attended the annual luncheon. A chapter booth 
was maintained throughout the meeting. 


“Say, Doctor, they keep making sheep's eyes, 
and that wakes me up again!" 
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Fortified Digestive Enzymes 
WITH ANTISPASMODIC 


Convertin-H fortifies gastric and 
pancreatic enzymes to aid digestion, 
and supplies an effective antispas- 
modic to combat the spasm. 


Composition: 
Each Convertin-H tablet contains: 


In sugar-coated outer layer 


Homatropine Methylbromide...... 2.5 mg. 

Betaine Hydrochloride.......... 130.0 mg. 
(providing 5 minims diluted Hydrochloric 
Acid U.S.P.) 

Oleoresin Ginger............... 1/600 gr. 

In enteric-coated inner core 

Pancreatin (4x U.S.P.).......... 62.5 mg. 
(equiv. to Pancreatin U.S.P. 250 mg.) 

Desoxycholic Acid.............. 50.0 mg. 


Dose: 1 or 2 tablets with or just after meals. 
Supplied: In bottles of 84 and 500 tablets. 


send for samples 
B. F. Ascher & Co., Inc. 
Ethical Medicinals 


KANSAS CITY, MO. 
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STERISIL 


The itching and 

discharge of vaginitis can 
rob a woman of self- 
assurance and composure. 
To restore the feeling of 
personal cleanliness, 

Sterisil Vaginal Gel attacks 
the cause of vaginitis—be 
it moniliasis, trichomoniasis 
or Hemophilus vaginalis.* 


A new anti-infective 
compound with broad 
antibacterial, antifungal and 
antitrichomonal activity, 
Sterisil is effective against all . 
three types of vaginitis. 


Sterisil, with unique 

affinity for tissue, clings to 
the site of application 
providing prolonged antiseptic 
action. In most cases, the 
gel need only be applied 
every other night. 
*H. vaginalis, the pathogen now 

believed responsible for most cases 

of so-called “nonspecific’’ vaginitis.5 
Dosage: One application 

every other night until a total 
of six has been reached. 
Treatment should be continued 
through one menstrual period. 
Severe cases may require treat- 
ment every night. 


Available in 114 oz. tubes 
with six disposable applicators 
and complete instructions. 


References: 1. Wolff, J. R.: In press. 
2. Ray, J. L., and Maughan, 
West. J. Surg. 64: {(Nov.) 
1956. 3. bsg 9. R. L.: In press. 
4. Hoefer, W. H. : Bailey, F, A,, 
and Farley, W. we Antibiotic 
Med. & Clin, ae 4:31 (Jan.) 
1957. 5. Gardiner, L., and Dukes, 
D.: J. Obst. & Gynec. 69:962 
(May) 1955 
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AMA Washington Report 


The AMA Washington Report highlights legislative 
activity of interest to physicians. Prepared exclusively 
for GP by the AMA’s Washington Office, this monthly 
feature presents a running box score of important 
legislative action. 


A REPORT on estimated federal spending in the medical 
field, recently published by the Washington Office of 
the American Medical Association, shows that the 
federal government will again spend at last year’s rec- 
ord breaking level of approximately $2.5 billion. Put 
another way, it will mean that the average family will be 
paying more than $54 in taxes this year for the United 
States government’s health-medical activities. 

Three agencies, the Veterans Administration, the 
Department of Health, Education and Welfare and 
the Department of Defense, will spend more than $2.4 
billion or approximately 95 per cent of the federal 
medical budget. 

The report lists below the name of the agency and its 
estimated total medical budget for fiscal 1958. Then 
follows a description of the major medical activities of 
the agency. 

The complete report of the 20 or more federal agencies 
engaged in medical activities can be obtained without 
charge by writing to the Washington Office, American 
Medical Association, 1523 L Street, N.W., Washington 
5, D.C. 


Veterans Administration ($849,374,000) 


In-Patient Care in VA Hospitals 
($657,071,000) 


This largest single medical expenditure is for in- 
patient care in the 173 VA hospitals with a total bed 
capacity of 122,299. At present the VA reports an 
estimated daily patient load of 111,900; approximately 
two-thirds of the cases are veterans with non-service- 
connected disabilities. This sum includes salaries of 
physicians and other personnel, medical rehabilitation 
of veterans, dietetic and nursing services, social services 
and special services such as recreation and transporta- 
tion of veterans. 


Out-Patient Care 
($79,000,000) 


The bulk of this sum is for out-patient care pro- 
\ided by approximately 100 VA clinics. The remainder 
is used to pay fees to physicians ($8,112,000) and den- 
tists ($2,390,000) under the Home Town Care Pro- 


“Tram. 
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Domiciliary Care 
($31,490,000) 


This type care is being provided in 17 VA facilities 
for about 16,600 veterans who, while incapacitated for 
employment, are not in need of full hospitalization. 
The VA, in addition, makes payment to 30 state-oper- 
ated homes with a daily patient load of approximately 
9,300. 


Contract Hospitalization 
($13,389,000) 


This sum finances an average daily patient load of 
approximately 3,000 veterans (mainly psychiatric 
cases) in federal hospitals other than the VA (1,324) 
and in state and municipal hospitals (1,676). 


Modernization and Replacement Construction 
($42,500,000) 


This amount, available until expended, is for work 
on existing units where costs exceed $250,000 per 
project and equipment for new units. 


Major Alterations, Improvements and Repairs 
($2,028,000) 


This is for alterations, improvements and repairs 
costing less than $250,000 per project. 


Medical Research 
($11,344,000) 


This is for research done in VA hospitals. It is ex- 
pended as follows: $5,970,700 for general medical and 
surgical research; $1,945,000 for atomic medical re- 
search; $1,000,000 for prosthetics testing; $1,507,100 
for neuropsychiatric research; $846,670 for tubercu- 
losis research and $74,500 for other research programs. 


Medical Administration 
($7,862,000) 


This sum is used to operate the VA Department of 
Medicine and Surgery in the Washington Central 
Office and the seven area medical offices. It includes the 
salaries, travel and other administrative expenses. 


Department of Health, Education and Welfare 
($849,395,800) 


Hill-Burton Hospital Program 
($99,000,000) 


The funds under this program are allotted to the 
states on the basis of population and per capita income 
and are to assist in financing the construction of new 
hospitals and related health facilities. To date the 
federal government has contributed to 3,170 projects, 
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RELIEF 
FROM 
ACNE 


essential adjunct to treatment 


IN ACNE, Fostex Cream and Fostex Cake 


e degrease, peel and degerm the skin 

e unblock pores ... help remove blackheads 
e help prevent pustule formation 

e minimize spread of infection 


Fostex effectiveness is provided by Sebulytic® (sodium lauryl sulfoacetate, sodium 
alkyl aryl polyether sulfonate, sodium dioctyl sulfosuccinate) a new combina- 
tion of surface active cleansing and wetting agents with remarkable antiseb- 
orrheic, keratolytic and antibacterial action, enhanced by sulfur 2%, salicylic 
acid 2% and hexachlorophene 1%. 


Fostex is easy to use. The patient stops using soap on acne skin and starts 
washing with Fostex. Effective and well tolerated...assures patient acceptance 
and cooperation. 


FOSTEX CREAM for thera- FOSTEX CAKE for 
peutic washing of the skin 


maintenance therapy to == 
in the initial phase of the keep the skin dry and sub- : 
treatment of acne, when stantially free of come- 
maximum degreasing and dones. 


peeling are desired. in 4.5 oz. jars in bar form 


WESTWOOD PHARMACEUTICALS 


Division of Foster-Milburn Co. 469 Dewitt Street Buffalo 13, New York 
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including nearly 145,000 hospital beds, 695 public 
health centers, 21 state laboratories and 100 nurses’ 
homes and training facilities. The federal government 
has contributed $852 million to the total of $2,687 
million spent under this program. 


Medical Facilities-Category Program 
($21,000,000) 


These funds will be expended as follows: $6.5 million 
for hospitals for the chronically ill; $6.5 million for 
diagnostic or treatment centers; $4 million for nursing 
homes and $4 million for rehabilitation. As of July, 
1957, 344 projects had been approved: 71 chronically 
ill, 131 diagnostic-treatment centers, 80 nursing homes 
and 62 rehabilitation facilities. 


National Institutes of Health ($241,183,000) 


National Cancer Institute 
($56,402,000) 


About 65 per cent of this appropriation is earmarked 
for grants to non-federal individual investigators and 
private institutions for research and training. States re- 
ceive $2,250,000 for cancer control work. The balance is 
used for direct operations, salaries, supplies and for this 
Institute’s share in the cost of operating the Bethesda 
(Md.) Clinical Center and related auxiliary services. 


National Heart Institute 
($35,936,000) 


Grants to non-federal individual investigators and 
public and private institutions for research and train- 
ing take about 75 per cent of the appropriation and 
$2,125,000 is allocated to states for heart disease con- 
trol. The remainder is for direct operations as above. 


Mental Health Institute 
($39,217,000) 


Approximately 80 per cent of this appropriation is 
apportioned for research and training through grants to 
individual investigators and public and private institu- 
tions. The sum of $4 million is allocated to the states for 
community mental health services. The remainder will 
support direct operations as above. 


National Institutes of Health—General Funds 
($14,026,000) 


These funds are administered by the Division of 
Research Grants of the National Institutes of Health, 
with practically all funds being expended for research 
and training grants, with the exception of $2,105,000 
ior control of biologics (including polio and flu vac- 
cine), which activity is under the Division of Biologics 


GP December 1957 


Standards. The balance goes toward supporting fel- 
lowships and administrative expenses relating to 
grants. 


Arthritis and Metabolic Diseases Institute 
($20,385,000) 


Grants to public and private investigators for re- 
search and training total 75 per cent of this appropria- 
tion. The remainder will go for direct operations. 


Neurological Diseases and Blindness Institute 
($21,387,000) 


Grants to public and private investigators and insti- 
tutions for research and training total 75 per cent of this 
appropriation. The remainder is for direct operations. 


Allergy and Infectious Diseases Institute 
($17,400,000) 


Research grants to public and private investigators 
for research and training amount to 60 per cent of this 
appropriation. The remainder finances direct research 
and other related services of the Institute. 


Dental Health Institute 
($6,430,000) 

This appropriation is divided as follows: (a) for re- 
search and fellowships, $3,825,000; (b) direct research 
at Bethesda, $1,184,000; (c) review and approval of 
research grants and fellowships, $102,000; (d) admin- 
istration, $107,000; (e) technical assistance to states, 
$911,000 and (f) coordination and development of 
dental resources, $301,000. 


Hospitals and Medical Care 
($44,399,000) 


These funds are used for operational costs and main- 
tenance of Public Health Service hospitals and health 
services in caring for American seamen, Coast Guard 
and Public Health Service personnel and their de- 
pendents, federal employees injured at work, leprosy 
patients and narcotic addicts. It includes studies in the 
development and coordination of nursing resources. It 
also includes $1 million for grants to Hawaii for care of 
patients suffering from leprosy and $3 million for nurse 
training grants. Not shown is approximately $3 million 
additional income from reimbursable items from other 
federal agencies. 


Indian Health Activities 
($43,230,300) 


In 1954 PHS assumed responsibility for health of 
American Indians and natives of Alaska, formerly a 
function of Interior Department. The total is broken 
down as follows: hospital care in Indian hospitals, 
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Now... 
triple 
protection 
for your 
patient 


LANTE 


The preferred LANTEEN diaphragm and jelly 
technique of contraception affords extra benefits to 
patients susceptible to trichomonas reinfestation 
and moniliasis. LANTEEN jelly is not only spermi- 
cidal, but also trichomonastatic and moniliastatic. 
No need to change to condom method. No extra cost. 


LANTEEN contraceptive jelly enables all your patients to use continuously the 
safest conception control method. Even your problem patients do not have to 
interrupt the diaphragm-jelly technique. The evident increase in the incidence 
of moniliasis suggests the use of a contraceptive that has been shown in the 
laboratory to be moniliastatic. Also, LANTEEN jelly’s proven activity against 
trichomonas can aid in preventing reinfection with this organism by the 
male partner. Write for complete details of LANTEEN’s triple protection. 
NOTE: LANTEEN JELLY IS NOT A TREATMENT FOR CLINICALLY ACTIVE MONILIASIS OR TRICHOMONIASIS 

LANTEEN JELLY CONTAINS RICINOLEIC ACID 0.50%, HEXYLRESORCINOL 0.10%. CHLOROTHYMOL 0.0077%, 

SODIUM BENZOATE AND CLYCERIN IN A TRACACANTH BASE, DISTRIBUTED BY CEORCE A. BREON & COMPANY, 


1450 sroapway, NEW rorK 18, N.Y. (IN CANADA: E. & A. MARTIN RESEARCH LTD., 20 RIPLEY AVE., 
TORONTO, CANADA) MANUFACTURED BY ESTA L » ENC., CHICACO 38, ILLINOIS. 


Prescribe LANTEEN JELLY for comprehensive conception control. 
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$23,153,000; contract patient care, $8,313,000; field 
health services, $6,536,000; program direction and 
management services, $2,098,000 and modernization 
of hospitals and construction of facilities, $3,130,000. 


National Institutes of Health—Planning and Construction 
($30,000,000) 


For grants to public and non-profit institutions for 
planning and construction of research facilities. 


Assistance to State—General 
($22,592,000) 


Of this sum grants totaling $15 million will be avail- 
able for apportionment to the states in support of state 
and local general public health activities. The states 
must put up $1 for every $2 of federal grants. The re- 
mainder is to be used to provide technical assistance, 
consulting services to states, expenses of the National 
Office of Vital Statistics, international health activities, 
demonstrations, training activities and operational ex- 
penses. 


Office of the Surgeon General 
($5,100,000) 


This figure includes the administrative expenses of 
this office including all housekeeping services, evalua- 
tion of public health needs and personnel training. 
$1.2 million of it will be used to administer the National 
Health Survey Act. 


Bureau of Public Assistance (Medical Payments) 
($150,000,000) 


$90 million of this sum will be the U.S. share of the 
$280 million to be paid to the vendors of medical care 
(physicians, hospitals, pharmacists, nursing homes, 
etc.) and $60 million will be part of the $100 million 
which will be expended in direct payments to public 
assistance recipients for their medical care needs. 


Department of Defense ($702,305,000) 


The total military medical program for 1958 will be 
approximately $88 million less than fiscal 1957’s appro- 
priation. The reduction is primarily attributable to (a) 
reduction in military strength with a correspondent 
reduction in military dependents requiring care in 
military facilities, (b) reduction of hospital construc- 
tion programs and (c) employment of fewer medical 
personnel. It is estimated that the combined military 
services’ in-patient care for 1958 will cost $292 million 
and out-patient care will cost $166 million and provide 
for 35,000,000 out-patient visits, excluding dental visits. 
The over-all cost of the Dependent Medical Care Pro- 
gram for all three services in civilian facilities has been 
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5 when the patient’s 
cold or ‘flu 
is complicated 
by bacterial 
infection 


bacterial invasion 


Each Novahistine with Peniciilin Capsule contains: 
Phenylephrine hydrochloride....... 10.0 mg. 
Prophenpyridamine maleate ....... 12.5 mg. 


for the ‘‘Novahistine Effect” 


Penicillin G Potassium....... 200,000 units 
for potent antibiotic action when 


penicillin-susceptible bacteria are 
secondary invaders 


PITMAN-MOORE COMPANY 


|> aa Division of Allied Laboratories, Inc. 
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complicated by 
useless, exhausting 


Novahistine-DH™ 


(fortified Novahistine with dihydrocodeinone) 


When “head colds” become “chest 
colds” Novahistine-DH promptly 
controls coughs and keeps air pas- 
sages of both head and chest clear 
of obstruction. 

Each teaspoonful (5 cc.) of grape-flavored 
Novahistine-DH contains: 

Phenylephrine hydrochloride 

Prophenpyridamine maleate. ...... 12.5 mg. 


Supplied in pint and gallon bottles. 
*Trademark 


PITMAN-MOORE coMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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slightly in excess of $5 million per month. It is estimated 
that this program will cost $62 million in fiscal 195s. 

The following sums for each of the medical services 
have been rounded because the military appropriations 
are not broken down into categories or medical ex- 
penditures. The figures include expenses normally as- 
sociated with the operation of military hospitals and 
dispensaries, military and civilian salaries, medical 
supplies and equipment, utilities, communications, 
transportation, travel, subsistence, maintenance and 
repair of buildings and grounds, expenses for con- 
struction, dependent medical care, medical education 
and training, medical research and preventive medi- 
cine. 

Army Medical Services 

Navy Medical Services 

Air Force Medical Services 


Ants in the Printers’ Plants 


Dark Outlook 


Sue doesn’t smoke or drink, and has vowed to eat no can- 
dles, pastries, or ice cream for a year.—Chicago Tribune. 


Not Stuffed, We Trust 


CasH DISBURSEMENTS of the North Shore Sanitary district: 
Raymond E. Anderson, Resident Chemise—$5,658.30.— 
Waukegan (Ill.) News-Sun. 


Oopse! 


Tue Respectrut Prostitute with an “all professional cast.” 
— Chagrin Falls (Ohio) Summer Theater advertisement. 


A Grave Problem 


Sr. Josepu’s and Oak Grove cemeteries will be closed 
Nov. 15 for the winter. Residents of the area should take 
due notice and govern themselves accordingly.—Minnesota 


newspaper. 


From Verse to Worse 


Oxrorp University today conferred an honorary doctor 
of litters degree on Robert Frost, the 84-year-old American 
poet.—Oxford (Eng.): Reuter’s Dispatch. 


With the Stork Family? 
Born to Mr. and Mrs. Stephen Rike, a son. He formerly 
resided in the neighborhood.—Martinsville (Ind.) Democrat. 
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Dihydrocodeinone bitartrate........1.66 mg. 
Chloroform (approx.).............13.5 mg. 


IN PNEUMOCOCCAL PNEUMONIA: 


In a study of 73 patients with mild to moderately severe 
pneumococcal pneumonia, Austrian and Winston report 
results with penicillin V [PEN- VEE-Oral] “‘comparable to 
those following therapy with parenteral penicillin G. .. .”" 
After only two failures (2.7%) in the series, the authors 
conclude: “*. . . it is evident that penicillin V . . . provides 
a highly effective form of treatment for mild and for 
moderately severe pneumococcal pneumonia. The speeds 
of defervescence and of the return of the leukocyte 
count to normal were comparable to those following 
therapy with parenteral penicillin G and in no instance 
was bacteremia, when present initially, found to persist 
after 24 hours of treatment with penicillin V.”” 


1. Austrian, R., and Winston, A.L.: Am. J. M. Se. 282:624 (Dec.) 1956 


Philadelphia 1, Pa. 


PEN+ VEE-Oral is Penicillin V, 
Crystalline (Phenoxymethy] 
Penicillin), Tablets 

VEE Suspension is 
Benzathine Penicillin V 
Oral Suspension 


ORAL PENICILLIN 
WITH INJECTION 
PERFORMANCE 
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Skin graft donor site after 2 weeks’ treatment with... 


petrolatum gauze-still | FURACIN gauze— 
largely granulation tissue completely epithelialized 


OBJECTIVE EVIDENCE OF 
SUPERIOR WOUND HEALING 


was obtained in a quantitative study of 50 donor 
sites, each dressed half with FURACIN gauze, 
half with petrolatum gauze. Use of antibacterial 
FURACIN Soluble Dressing, with its water-soluble base, 
resulted in more rapid and complete epithelialization. 
No tissue maceration occurred in FURACIN-treated 
areas. There was no sensitization. 

Jeffords, J. V.,and Hagerty, R. F.: Ann. Surg. 145:169, 1957. 


FU RACIN af e@ e brand of nitrofurazone 


the broad-range bactericide that is gentle to tissues 
spread FuRACIN Soluble Dressing: FURACIN 0.2% in water- 
soluble ointment-like base of polyethylene glycols. 


sprinkle FuRACIN Soluble Powder: FuRACIN 0.2% in powder 
base of water-soluble polyethylene glycols. Shaker-top vial. 


spray FURACIN Solution: FURACIN 0.2% in liquid vehicle of 
polyethylene glycols 65%, wetting agent 0.3% and water. 


EATON LABORATORIES, NORWICH, N.Y. 
Nitrofirans—a NEW class of antimicrobials—neither antibiotics nor sulfonamides onl J. 
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merely his 
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two-level control of gastrointestinal dysfunction 


at the central level 

The tranquilizer Miltown® reduces anxiety and tension.1.3:6.7 
Unlike the barbiturates, it does not impair mental or 
physical efficiency.®:7 

at the peripheral level 


The anticholinergic tridihexethy] iodide reduces 
hypermotility and hypersecretion. 


Unlike the belladonna alkaloids, it rarely produces 
dry mouth or blurred vision.?:* 


indications: peptic ulcer, spastic and irritable colon, esophageal 


spasm, G. I. symptoms of anxiety states. 


each Milpath' tablet contains: 


Miltown® (meprobamate WALLACE) ...... 400 mg. 
(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 


dosage: 1 tablet t.i.d. at mealtime and 2 tablets at bedtime. 
available: bottles of 50 scored tablets. 


references: 


Ip Altschul, A. and Billow, B.: The clinical use of meprobamate (Miltown®). 
New York J. Med. 57:2361, July 15, we 2. Atwater, J. S.: The use of an’ 

agents in peptic ulcer therapy. J. M. A. Georgia 45:421, Oct. 1956. 8. Borrus, J. C.: 
Study of effect'of Miltown (2-methy]-2-n-propyl-1, 3-propanediol 
psychiatric states. J) A. M. A. 157:1596, April 30, 1955. 4. Cayer, D. 
anticholinergic therapy ulcer. Am. J. Digest. Dis. 1 :301, 1956. 
5. Marquis, D. G., Ke E. L,.Miller, J. G., Gerard, R.. W. and Rapoport, A.: 
Experimenta! studies of behavioral effects of meprobamate on normal subjects. Ann. 
New York Acad. Sc. 67:701, May 9, 1957. 6. Phillips, R. E.: Use of meprobamate 
(Miltown®) for the treatment of emotional disorders. Am. Pract. & Digest Treat. 

7:1573, Oct. 1956. 7. Selling, L. S.: A clinical study of Miltown®,-a — ceenans 
agent. "J. Clin. & Exper. Psychopath. 17:7, March 1956. 8. Wolf, 8. and Wolff, H. G.: 
Gastric Function, Oxford University Press, New York, i947. 


WALLACE LABORATORIES 
New Brunswick, N. J. 


® 


A single injection of this potent new ester 

provides progestational activity for ap- 

proximately 2 weeks, when enough estro- 

gen is present: Visls of 2 and 10 cc., eath 

tc. providing 125 mg. hydraxyprogester- 
‘Oate. 


A single injection provides potent estro- 
genic action for 2 to 3 weeks, approximat- 
ing the estrogenic phase of the normal 
Ovarian cycle. Viais of 1 and 5 cc., each 
Providing 10 mg. estradiol vater 


& sifigie injection provides. potent -ana- 
bolic and androgenic action for 3 to 4 
weeks. Viais of 1 and 5 cc., each cc. pro- 

caster: nthate. 


A single injection of this precisely bal 
anced dual-hormone formulation provides 
sustained and integrated anabolic and 
hormone homeostatic action for 3 to 4 
weeks. Viats of 1 and $ c¢., each ce. pro- 
Viding 90 meg. testosterone enantiiate and 


SQUIBB QUALITY—THE PRICELESS INGREDIENT 
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ACHROCIDIN is indicated for prompt 
control of undifferentiated upper res- 
piratory infections in the presence of 
questionable middle ear, pulmonary, 
nephritic, or rheumatic signs; during 
respiratory epidemics; when bacterial 
complications are observed or expected 
from the patient’s history. 

Early potent therapy is provided 
against such threatening complications 
as sinusitis, adenitis, otitis, pneumon- 
itis, lung abscess, nephritis, or rheu- 
matic states. 

Included in this versatile formula are 
recommended components for rapid 
relief of debilitating and annoying cold 
symptoms. 

Adult dosage for ACHROCIDIN Tablets 
and new, caffeine-free ACHROCIDIN 
Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dos- 
age for children according to weight 
and age. 


Available on prescription only 


symptomatic 
relief... plus! 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND 


Tablets 


Each tablet contains: 


ACHROMYCIN® Tetracycline 125 mg. 
Phenacetin 120 mg. 
Caffeine 30 mg. 
Salicylamide 150 mg. 
Chliorothen Citrate 


Syrup 


Each teaspoonful (5 cc.) contains: 
ACHROMYCIN® Tetracycline 


equivalent to tetracycline HCl 125 mg. 
Phenacetin 120 mg. 
Salicylamide 150 mg. 
Ascorbic Acid (C) 25 mg. 
Pyrilamine Maleate 15 mg. 
Methylparaben 4 mg. 
Propylparaben 


*Trademark 


t Lederie) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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SULFASUXIDINE®-NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


The urgency of sudden diarrheal spasm is quickly 
controlled with CREMOMYCIN. Both baciliary 
and nonspecific diarrheas respond to palatable 
CREMOMYCIN— often after only a few doses. 
Neomycin and Sulfasuxidine have an antibacte- 
rial action which is concentrated in the gut. 
Kaolin and pectin soothe the inflamed mucosa, 
adsorb the toxins, quiet the irritated intestine. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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EXPECTORANT 


...an effective cough preparation, combining: AMBODRYL®— 
potent antihistaminic; BENADRYL® — proved antihistaminic-anti- 
spasmodic; and other recognized antitussive agents. AMBENYL® 
EXPECTORANT quickly quiets the cough reflex, facilitates expecto- 
ration, decreases bronchospasm, relieves mucosal congestion, and 
makes the coughing patient more comfortable. 


AMBENYL EXPECTORANT contains in each fluidounce: 

(bromodiphenhydramine hydrochloride, Parke-Davis) 

(diphenhydramine hydrochloride, Parke-Davis) 
Potassium guaiacolsulfonate Sgr. 


Supplied in 16-ounce and 1-gallon bottles. 


dosage: Every three or four hours — adults, 1 to 2 teaspoonfuls; children, % to 1 
teaspoonful. 


PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 
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|'M ASsuRED oF GrowlH 
AND DiGeSTive ConTROL 
WITH HI-ProS BALANCED 
FORMULA 


ever high protein-low fat diets are indicated, ribe 
-Pro. For the premature, in dlarrheas or for fat intol- 
rance feeding difficulties, Hi-Po's balanced formula aasurcs 
high protein with low fat and moderate carbohydrate intake. ’ 
Hr-Pro is a low cost, spray dried, specially processed, par- 
tially Cetadtosed whole and defatted cow's milk .. . readily 
digested and assimilated. For rapid growth and rm tissue 
turgor, prescribe Hi-Pxo. Write for samples and further 
information. 
Serving the medica! professicn since 1934. 


JACKSON-MITCHELL Pharmaceuticals, Ine. 
10401 Virginia Avenue, Culver City, California 
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Brighten 
the day 


overcome 
depression, fatigue, lethargy 
improve 


spirits and performance 


with 
| 
hydrochloride 
(methylphenidate hydrochloride CIBA) 


...new mild smooth-acting antide- 
pressant and stimulant, chemically 
unrelated to the amphetamines. 


- Ritalin brightens outlook and 
renews vigor—overcomes drug seda- 
tive effects—often improves behav- 
ior in the elderly. In’ most cases, 
Ritalin does not overstimulate, has 
little or no effect on appetite, blood 
pressure or pulse rate. 

AVERAGE DOSAGE: 10 mg. b.i.d. or t.i.d. 


SUPPLIED: Tablets, 5 mg. (yellow), 10 mg. 
(light blue), 20 mg. (peach-colored) 


INDICATIONS: 


- the depressed 
the psychically fatigued 
the apathetic 
the oversedated 
the moody 


te. I B A SUMMIT, N.J. 


2/2419 
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STERANE® can’t improve his gambit, help him castle or assure a 
checkmate...but STERANE can check asthmatic bronchospasm, 
dyspnea and wheezing to help your patient move about freely in 
almost any pastime or profession with minimum discomfort or 
restriction. Most potent corticoid, STERANE (prednisolone) is 
supplied as white, scored 5 mg. tablets (bottles of 20 and 100) 
and pink, scored 1 mg. tablets (bottles of 100). 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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a new useful dosage form of Equanil 


® 
Philadelphia 1, Pa 


Meprobamate, Wyeth 


Especially coated, easy to swallow 


Tranquilizer-conscious patients will not recognize new yellow tablets 
Different from regular 400-mg. and 200-mg. tablets 
Same indications, same dosage as original EQUANIL 


NOW YOU HAVE A CHOICE OF 3 EQUANIL TABLETS 


400 mg. 


200 mg. 400 mg. 
Distinctive, shield-shaped, Regular, scored, white 
scored tablets for fine dosage 
adjustment, bottles of 50. 


tablets, bottles of 50. 


© 
® 
® 
—A Wyeth normotropic drug for nearly 
every patient under stress 
*Trademork, tPromethazine Wyeth. 


$Promazine Hydrochloride, 
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Yellow tablets, bottles of 50. 


ATTACKS IN 3 WAYS 
1. Provides rapid and high 
sulfa concentration in the urine. 


2. Provides adequate sulfa 
blood levels in the infected 
tissue not reached by the high 
sulfa concentration in the urine. 


3. Provides fast symptomatic 
relief making the patient more 


2 provides a 2-prong 
and results in é 
= comfortable. color to the urine. 


INTENSIFIED 
BROAD-SPECTRUM 
ANTIBIOTIC 
CONTROL 


often the difference 
between rapid and 
delayed response 


letrex 


Tetracycline Phosphate Complex CAPSULES 


“absorption with tetracycline 
phosphate complex [TETREx] is about 
twice as efficient as that obtained 
with tetracycline hydrochloride” 


practically sodium-free pure 
compound—not a mixture—freely 
indicated in low-sodium regimens 
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Bristol 
LABORATORIES INC 
SYRACUSE, NEW YORK : 
% 


now toward 


“saturation control” 
in urinary 
tract infection 


CAPSULES 


intensified tetracycline control with TETREX 


potentiated in anti-infective concentration 
and range by sulfamethizole — outstanding 
sulfonamide for solubility, absorption, safety 
plus the remarkably rapid and specific g.u. 
analgesic action of phenylazo-diamino- 
pyridine HC] in dysuria, frequency and urgency 


Each AZOTREX Capsule contains: 


TETREX (tetracycline phosphate complex) . . . 125 mg. 
(tetracycline HCI activity) 

Phenylazo-diamino-pyridine . . . . . . SOmg. 


Minimum adult dose: One capsule q.i.d. 
Supplied: Bottles of 24 capsules 


plus analgesia 


Bristol ' 


SYRACUSE, NEW YORK 


*DUANAT’ REPRODUCTION, PAT. PENDING. 


i 
| 
| 
a 


To the point 
of infection 
as in septicemia 


INTENSIFIED 
BROAD-SPECTRUM 
ANTIBIOTIC 
CONTROL 


letrex 


Tetracycline Phosphate Complex CAPSULES 


often the difference 


between rapid and 


delayed response 


blood levels practically double those of 
tetracycline hydrochloride within 1-3 
hours , maintains higher blood levels 
than tetracycline hydrochloride up 
to 24 hours /a single, highly efficient 
antibiotic permitting simple, flexible 
dosage / equally effective on conventent 
b.i.d. schedule, as on a q.i.d. schedule 

practically sodium-free—pure com- 
pound—not a mixture. 


Supplied: TETREX Capsules containing the equivalent of 250 mg. 
tetracycline HC! activity; bottles of 16 and 100. New TETREX Pediatric 
Capsules containing the equivalent of 100 mg. tetracycline HC! activity; 


bottles of 25 and 100. 
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INTENSIFIED 
TETRACYCLINE 
CONTROL 


new for respiratory infections 


Integrated with 
ANALGESIA CONTROL 
ANTIHISTAMINE CONTROL 


The only anti-infective 

preparation 

providing “all-factor” 

control through the 

(1) faster, higher blood 

levels and broad-range activity 

of TETREX (2) analgesic-antipyretic 
action of apc (3) notably potent 
antihistamine effects of BRISTAMIN, 
virtually free of somnolence. 


Specific therapy for bacterial infections 
caused by tetracycline-sensitive 
organisms. /deal adjunctive therapy 
in common respiratory infections 

for control of secondary 

bacterial invasion. 

Convenient, economical. Br istol 


SYRACUSE, NEW YORK 


Each capsule contains: 
TETREX (tetracycline phosphate complex) 125 mg. 


Usual dose: One or two capsules q.i.d. 
Supplied: Bottles of 24 


WITH BRISTAMIN® 


a 
A 
} 
(tetracycline HCI activity) 
Bristamin (Phenyitoloxamine Citrate). . 25 mg. 
® ‘DUANAT’ REPRODUCTION. PAT. PENDING 


Quatity / RESEARCH / integrity 


release from anxiety 
(Phenaglycodol, Lilly) 


-.-helps restore normal emotional 


composure without impairing mental acuity 


Dosage: - ‘Ultran’ quickly allays anxiety and tenseness. Broadly 

Usually I pulvule t.i.d. evaluated under carefully controlled conditions, 

opened ; ‘Ultran’ has been shown to be unusually safe. There 
ive uoise- 

pln caiieiies of are no contraindications. It is chemically unique— 

300 mg. not related to any other tranquilizer. 


EL! LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 


774131 
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[ODIDE THERAPY 
ithout Todism 


Full doses of iodide medication £% continued a year and longer with 
no apparent danger of iodism, provided you prescribe IODO-NIACIN. 
In a series of 59 cases of arteriosclerosis so treated, there was not a 
single case of iodism. 


Iodo-Niacin Tablets contain niacinamide hydroiodide 25 mg. with potas- 
sium iodide 135 mg.' 


The indications for Ilodo-Niacin are the same as for potas- 
sium iodide; namely, arteriosclerosis, coronary sclerosis, 
angina pectoris, chronic bronchitis, bronchial asthma, 
sinusitis, simple colloid goiter, cretinism, hyperthyroidism, 


thyroid crisis, and preparation for thyroidectomy. fe AE 
JOB0-NIACIN 
In ophthalmology”, Iodo-Niacin has given good results in pacar rere 


treatment of retinal and vitreous hemorrhages and vitre- 
ous floaters. 


IMICAL $1. 


The average adult dosage is 2 
tablets t.i.d. after meals, with 
half a glass of water. For chil- 
dren over six, 1 tablet. Supplied 
in bottles of 100 tablets, slosol- 
coated, pink. Also available in 
ampules. 


1Am. J. Digest. Dis. 22:5, 1955. 
2 Am. J. Ophth, 42:771, 1956. 


*U.S. Patent Pending 


Cole Chemical Company GP-12 
3721-27 Laclede Ave., St. Louis 8, Mo. 


Gentlemen: Please send me professional literature 
and samples of IODO-NIACIN. 
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Nothing is 
quicker... 


Nothing is 


more effective... 


THE MEDIHALER PRINCIPLE 


Automatically measured-dose aerosol 
medications. In spillproof, leakproof, 
shatterproof, vest-pocket size dispensers. 
Also available in Medihaler-Phen™ 
(phenylephrine-phenylpropanolamine- 
hydrocortisone-neomycin) for prompt, 
lasting relief of nasal congestion. 


MEDIHALER-EPI 


Epinephrine bitartrate 7.0mg. per cc., suspended 
in inert, nontoxic aerosol vehicle. Contains no 
alcohol. Each measured dose 0.15 mg. actual 
epinephrine. 

For quick relief of bronchospasm of any 
origin. Acts more rapidly than subcutaneous 
epinephrine in acute allergic reactions. 


MEDIHALER-ISO 


Isoproterenol sulfate 2.0 mg. per cc., suspended 
in inert, nontoxic aerosol vehicle. Contains no 
alcohol. Each measured dose 0.06 mg. actual 
isoproterenol. 
Unsurpassed for rapid relief in asthma, bron- 
chiectasis, emphysema. 
Prescribe Medihaler medication with 


Oral Adapter on first prescription. 
Refills available without Oral Adapter. 


LOS ANGELES 
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effective in 6 out of 7 cases of functional vomiting'— often 
associated with intestinal ‘flu’ or G.I. grippe. Rapidly effec- 
tive...economical...and safe physiologic action usually 
eliminates need for potentially hazardous antiemetic drugs. 
Also established for safe relief of ‘morning sickness."’? 


Dose: children, | or 2 tsp.; adults, | or 2 tbsp.; repeat at 15-minute 
intervals until vomiting ceases. In bottles of 3 and 16 fl.oz. containing 
balanced amounts of levulose and dextrose with orthophosphoric acid 
at optimally adjusted pH. DO NOT DILUTE. 


Bradley, J. E., : J. Pediat. 38:41, 1951. 2. Crunden, A. B., Jr., and Davis, W. A.: 
he J. Obst. & Gynec. 1953. 


KINNEY & COMPANY, INC. COLUMBUS, INDIANA 
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PHOBIA HYPOCHONDRIASIS Ties FUNCTIONAL G. DISORDERS PRE-OPERATIVE ANXIETY. 
; HYSTERIA PRENATAL ANXIETY + AND ADJUNCTIVELY IN CEREBRAL ARTERIOSCLEROSIS 


HYPERTENSION NEUROSES DYSPNEA 


perhaps the safest ataraxic known 


PEACE MIND ATARAX 


(green) (BRAND OF HYDROXYZINE) 
lets. Also now available in 100 me Tablets-Syrup 
tablets. Bottles of 100. ATARAX aarup, 10 mg. 
per tsp., in pint botties. Prescription only. 


NOW: SAFE... QUICK 
ATARAX® PARENTERAL SOLUTION 


when Peace of Mind can’t wait 


In daily practice: always have it handy 


* tocalm the acutely disturbed or hysterical patient 
* to rehabilitate the alcoholic 


In hospitals: use it routinely 

« to make overwrought patients manageable 
without loss of alertness 

¢ to allay anxiety and control vomitin Ht 
before and after surgery and childbirth 
Supplied: 10 cc. multiple-dose vials. The adult dosage is 
25 mg. to 50 mg. (1-2 cc.) intramuscularly, 3 to 4 times daily, 
at 4 hour intervals. The moderated dosage level for children 
under 12, when given intramuscularly, has not yet been 
established, and the ora! dosage should be used. 
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for prompt clinical response in many common infections 


especially those of the urinary and respiratory tracts 


“TERFONVL'® 15 SQUIBO TRADEMARK 


SQuIBB 


Squibb Triple Sulfas 
Trisulfapyrimidines 


¢ Highly soluble in the urine, especially at critical 
pH levels' 


e Few sensitization reactions' 


e Prompt, high blood levels' 


e Excellent tissue diffusion' 


Tablets, 0.5 Gm., bottles of 100 and 1000. 


Raspberry-flavored Suspension, 0.5 Gm. per 5 cc. teaspoonful, 
pint bottles. 


} Squibb Quality—the Priceless Ingredient 


1. Lehr, D.: Modern Med. 23:111 (Jan. 15) 1955. 
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oF Shewn twe-thirds of actual size 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 
Vetker Boulevard ot Brookside, Kansas City 12, Missouri 


THIS CARD MAY SAVE YOUR LIFE 
ALWAYS CARRY IT WITH YOU 


EMERGENCY ADDRESSES 
In case of emergency, please notify: 


Neme Tel. Ne. 

Address 

Employer Tel. Ne. 

Address 

Family Physician Tel. Ne. 

Address 

3 EMERGENCY MEDICAL CARE CARD 
Height 

Address Weight 

City State 

Date of Birth Coler of Hair 


MEDICAL INFORMATION 


Nore: A disbetic person may sct strangely during severe insulin 
reaction. Suger er candy will aid recovery. 


CALL A PHYSICIAN 


SURGICAL INFORMATION 
Operation 


Operation 


Prepared and distributed by The American Academy of General Practice 


Detoch here 
MEDICAL EMERGENCY 
IDENTIFICATION CARD 


The information on your medical emergency iden- 
tification card may save your life. If you are in- 
jured or suddenly ill, the physician who treats you 
needs certain important information. The attached 
card summarizes your medical history and pro- 
vides essential facts. Carry the card on your per- 
son at all times. 

THE AMERICAN ACADEMY OF GENERAL PRACTICE 


New I. D. card 
for your patient: 


This new Emergency Medical Care Card 
folds in half to fit billfold pocket. 

It has space for emergency addresses 
and telephone numbers, including 

your own. It carries medical data, 
filled in by you, of importance 

in emergency treatment: blood type, 
drug sensitivity, diabetic condition. 

The Academy's Commission 

on Legislation and Public Policy 
designed this card for free distribution 
to your patients. 

Emergency Medical Care Cards 

are available at cost, two dollars per 100 
(minimum order: 100 cards), 

from Academy headquarters. 

Use the order blank below. 


ORDER BLANK 


The American Academy of General Practice 
Volker Boulevard at Brookside 
Kansas City 12, Missouri 


Please fill my order, as checked below, for the new Medical Emergency 
Identification Card. I understand that the price is $2.00 per 100 cards, 
postage prepaid. 


(J 100 cards for $2.00 [[] 400 cards for $ 8.00 
[[] 200 cards for $4.00 (LJ 500 cards for $10.00 
(CJ 300 cards for $6.00 cards at $2.00 per 100 


(J My check covering this order is attached. 


: 
: OF 
Member of Cue Shickd? Paley 
Member of Bive Crem? Policy Ne, 
Sigmatwre 
j 
Diabetic? ____ Insulin (type and desege) 
City. Zone State____—— 


£ 


tablet... 


Potassium Penicillin G Crystalline 


for 
prolong 
0 blo evel Ss 
This special tablet wes produced to afford the physic 
> a new type of penicillin tablet which will pass through 
stomach with minimal upsets and permit absorption 
intestinal tract. It has been reported to produce blood: levels Beck, Alvan and 
for a longer interval after administration than éther oral 
penicillin preparations tested atthe dose, (2) ‘Serum Levels following its Use”, 
Administration of 500,000 units on arising and rétiring 
provides around-the-clock protection against infections \ Cobe, Joseph G. McCunney, 
Troyanosky, ‘‘Comparative Studies 
due to penicillin-sensitive organisms.®) Peniclilin-¢ 
Preparation”, Antibiotic Medicine & Clinical 
© Effective blood levels following administration of 500,000 Theta 2, March 1957. 
units HYASORB PENICILLIN tablets found 9hoursaafier cumbia Untverty, 


KEY CORPORATION, \Miami 37, Florida 


‘ 2 
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among antiarthritios. .. 
ounexcetied in 
ney 


therapeutic pete 


Ia the nonhormional treaimentef arthritis 
and allied digerders no o gest surpasses 
BUTAZOLIDIN i potency of action, 


Its well-established advantages 
include remarkably prompt action, 
broad scope Of usefuln ss, 

and no tendency to development 
of drug tolerance, Being 
nonhotmonal, 
causes no upset of normal 
endocrine balance, 


relieves pain, 
improves function, 
resolves inflammation in: 

Gouty Arthritis 
Rheumatoid Arthritis 

Rheumatoid Spondylitis 

Painful Shoulder Syndrome 


Borazo.ipin being:a potent therapew 
agent, physicians: unfamiliar with it» 
wise are urged te-send for detailed 


literature before instituting therapy. 


{phenylbutazone 
Guicy). Red coated tablets of 100 rg. 
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Look out for the “little” strokes resulting from 
abnormal capillary fragility. Many cerebral 
accidents may be avoided if adequate amounts 
of capillary-protective factors — hesperidin 
complex and ascorbic acid — are provided.' 
Double vision coupled with complaints of 
transitory dizziness, paresthesia, or ataxia points 
to the possibility of a “little” stroke. 

Other indications may include physical weakness, 
mental confusion. Such symptoms usually 

pass quickly but are likely to recur.”* 


Early recognition can gain vital therapeutic time. 
Hesper-C provides hesperidin complex and 
vitamin C as synergistic support for capillary 
resistance and repair.‘ 


1. Gale, E. T., and Thewlis, M. W.: Geriatrics 8:80, 1953. 
2. Alvarez, W. C.: Geriatrics 10:555, 1955. 3. Conference 
on Cerebral Vascular Disease, American Heart Association, 
Princeton, N. J., January, 1957. 4. Martin, G. J. (Ed.): 
Hesperidin and Ascorbic Acid, New York, S. Karger, 1955. 


Hesper- 


Available: As capsules — and NEW Hesper-C Liquid for your geriatric patients. 


200 me. 
hesperidin complex 
mg. 


Provides: 100 mg. hesperidin complex plus 100 mg. ascorbic acid per capsule or tea- 
spoonful (5 ml.) of syrup. 

R 6 capsules or teaspoonfuls daily, or more. No toxicity or untoward effects have ever 
been reported even with massive dosage. 


Products 


THE NATIONAL DRUG COMPANY 
Research Pi hiladelphia 44, Pa. 


NEW | 
HESPER-C | 
BITABS 
id 
ascorbic act 
n bott] 
Coat Of 109 
ed tablets 
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Significant esearch discovery: 
tla a 


A NEW SKELETAL 
MUSCLE RELAXANT 


RoBAXIN — synthesized in the Robins Research Laboratories, and 
intensively studied for five years— introduces to the physician an 
entirely new agent for effective and well-tolerated skeletal muscle 
relaxation. ROBAXIN is an entirely new chemical formulation, with 
outstanding clinical properties: 


e Highly potent and long acting.** 

e Relatively free of adverse side effects.'?***” 

e Does not reduce normal muscle strength or reflex activity 
in ordinary dosage.’ 

e Beneficial in 94.4% of cases with acute back pain 
due to muscle spasm.'***” 


CLINICAL RESUL 


DISEASE ENTITY 


(a) Muscle spasm 
to sprain 


(b) Muscle spasm due to 
trauma 


(c) Muscle spasm due to 
nerve irritation 


(d) Muscle spasm sec 
to discogenic disease 
and postoperative 
orthopedic procedures 


Miscellaneous (bursitis, 
torticollis, etc.) 


TOTAL 


; 
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Highly specific action 


RoBAxINn is highly specific in its action on the 
internuncial neurons of the spinal cord — with 
inherently sustained repression of multisyn- 
aptic reflexes, but with no demonstrable effect 
on monosynaptic reflexes. It thus is useful in 
the control of skeletal muscle spasm, tremor and 
other manifestations of hyperactivity, as well 
as the pain incident to spasm, without impair- 
ing strength or normal neuromuscular function. 


(Methocarbamol Robins, U.S. Pat. No. 2770649) 


Beneficial in 94.4% of cases tested 


ITH ROBAXIN IN ACUTE BACK PAIN'.3.4.¢.7 
. OF § DURATION RESPONSE 
OF DOSE PER DAY (divided) | mod, slight neg} SIDE EFFECTS 

18 2-42 days 3-6 Gm. 17 1 0 None, 16 
Dizziness, 1 
Slight nausea, 1 

B -42 days 2-6 Gm. 8 jt 3 None, 12 
Nervousness, 1 

5 4-240 days 2.25-6 Gm. a 1 o None, 5 

30 -28 days 1.5-9 Gm. 24 fo None, 25 

6 3-60 days 4-8 Gm. 6 

59 


communication | 3. Forsyth, H. F.: Publication 


1957. 6. Nachman, H. M: enmnal communication. 
7. O'Dohe O'Doherty, D.: Publication pending. 8. Truitt, E. B., Jr., and 


Indications — Acute back pain associ- 
ated with: (a) muscle spasm secondary to 
sprain; (b) muscle spasm due to trauma; 
(c) muscle spasm due to nerve irritation; 
(d) muscle spasm secondary to discogenic 
disease and posteperative orthopedic 
procedures; and miscellaneous conditions, 
such as bursitis, fibrositis, torticollis, etc. 
Dosage — Adults: Two tablets 4 times 
daily to 3 tablets every 4 hours. Total daily 
dosage: 4 to 9 Gm. in divided doses. 


Precautions — There are no specific con- 
traindications to Robaxin and untoward 
reactions are not to be anticipated. Minor 
side effects such as lightheadedness, dizzi- 
ness, nausea may occur rarely in patients 
with unusual sensitivity to drugs, but dis- 
appear on reduction of dosage. When ther- 
apy is prolonged routine white blood cell 
counts should be made sinve some decrease 
was noted in 3 patients out of a group of 
72 who had received the drug for periods 
of 30 days or longer. 


Supply — Robaxin Tablets, 0.5 Gm., in 
bottles of 50. 


A. H. ROBINS CO., INC., Richmond 20, Va. 


thicol Pharmaceuticals of Merit since 1878 


When tested in 72 patients with acute back 
pain involving muscle spasm, RoBAXIN in- 
duced marked relief in 59, moderate relief in 
6, and slight relief in 3 — or an over-all bene- 
ficial effect in 94.4%."**" No side effects 
occurred in 64 of the patients, and only slight 
side effects in 8. In studies of 129 patients, 
moderate or negligible side effects occurred 
in only 
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The many thousands of patients 
successfully treated with} m 
Signemycin* over the past yea 
have confirmed the value this} 
safe and effective antibiotic 
agent. One further therapeutic] 7 
resource is thereby provided] 

the practicing physician who is} % 
faced daily in office and home} n 
practice with immediate diagnosis} ™ 
of common infections and the} in 
immediate institution of the} 4 


most broadly effective therapy] * 


_at his command, in his continuing 
task of the ever-extending] 


control over human pathogens. 


IGNE 


Now buffered to produce higher, 


faster blood levels; specify the 


V form on your prescriptions. 


Supply: Sicnemycin V Capsules, 

250 mg. Signemycin Capsules, 

250 mg. and 100 mg. Signemycin 
for Oral Suspension, 1.5 Gm. 

125 mg. per 5 cc. teaspoonful, 

mint flavor. Signemycin Intravenous, 
500 mg. vials and 250 mg. vials, 
buffered with ascorbic acid. 


PrizeER LABORATORIES, 
Division, Chas. Pfizer & Co., Inc. 


Brooklyn 6, N. Y. 
zer World leader in antibiotic 
development and production 


q 
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“Eighty-seven patients with various 

infections of the skin were treated over 
a period of six weeks with [Signe- 
ith mycin]. Excellent or good results were 
achieved in sixty-seven, including 
eleven of twenty-two patients refrac- 
tory to other antibiotics.” 
Lewis. H.: Frumess, G. M.. and 
MSH Henschel, E. J.: Rocky Mountain M. J. 

54:806 (Aug.) 1957. 


“Results of treatment with oleando- 
mycin-tetracycline of 50 infections 
tic {mostly respiratory] due to resistant 
organisms and 40 infections [ respira- 
ad tory, skin, urinary infections] due to 
sensitive organisms are very encour- 
is} aging. In some of these patients, 
[Signemycin] was lifesaving, and in 
others surgery was made unnecessary. 
N€ | This confirms other reports.” 

‘ Shubin. H.: Antibiotic Med. & Clin. 
1 | Therapy 4:174 (March) 1957. 


, Based on case reports documented by 
€f independent investigators in 26 coun- 
tries abroad, the clinical response 
ne obtained with Signemycin in 1404 pa- 
tients with a wide variety of infections 
wh was successful in 1329 patients; in 13 
y cases only was it necessary to discon- 
tinue therapy because of side effects. 


0 Report on 1404 Cases Treated with 


Signemycin: Medical Department, 


Pfizer International. Available on 
request. 


In 50 nonselected patients, Signemy- 
cin “,.. appears to be effective in the 
treatment of most general surgical in- 
fections, including virulent staphylo- 
coccus aureus infections. In some cases 
these infections had been clinically 
resistant to other antibiotics. The drug 
is apparently well tolerated.” 

Levi, W. M., and Kredel, F. E.: J. 
South Carolina M. A. 53:178 (May) 
1957. 


Of 50 patients with various infectious 
processes, 26 had not responded to 
previous antibiotic therapy. With Sig- 
nemycin “Ninety-six per cent of the 
mixed infections were clinically con- 
trolled. . . . and in none of the cases 
was there any reason to discontinue 
the drug.” 

Winton, S. S., and Chesrow, E.: Anti- 
biotics Annual 1956-1957, New York, 
Medical Encyclopedia, Inc., 1957, 
p. 55. 

Signemycin in 79 patients with severe 
soft tissue infections: “The average 
response of these cases was excellent 
and inflammatory symptoms subsided 
with almost uniform rapidity....The 
magnitude and incidence of surgical 
intervention was reduced....Side re- 
actions were minimal. . . .” 


CIN 


OLEANDOMYCIN TETRACYCLINE-PHOSPHATE BUFFERED 


T, PROVED CLINICALLY EFFECTIVE 


ac ole somyein tetracycline 
tTrademark 


When specifying 
buffered Signemycin V 


LaCaille. R. A.. and Prigot, A.: Anti- 
biotics Annual 1956-1957, New York, 
Medical Encyclopedia, Inc., 1957, 
p. 67. 


Five groups of patients (total 211) 
with acne were treated with one of five 
antibiotic agents, including Signemy- 
cin (55 cases). “The results were 
evaluated taking into consideration the 
usual response to such conservative 
conventional therapy and the rapidity 
of response.” In 8 weeks, Signemycin 
rapidly attained and maintained the 
highest percentage of efficacy of anti- 
biotic agents tried. 

Frank. L.. and Stritzler, C.: Antibiotic 
Med. & Clin. Therapy 4:419 (July) 
1957. 


In the treatment of 78 patients with 
tropical infections, some complicated 
by multiple bacterial contamination or 
present for years, Signemycin was 
found to be “...an exceptionally effec- 
tive agent,” requiring smaller doses 
and less extended periods of therapy 
than with the tetracyclines alone, and 
“caused no notable toxic reactions.” 
Loughlin, E. H., and Mullin, W. G.: 


Antibiotics Annual 1956-1957. New 


York, Medical “Encyclopedia. Ine.. 
1957, p. 63. 


be sure to write the 


V on your Rx 
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Now...victory over infections 
e pharmacodynamically superior 
therapeutically unsurpassed 


With Mysteclin-V you get faster and greater absorption 

of tetracycline than ever attainable in the past... providing 
all the benefits of well-established tetracycline therapy. 

For practical purposes, Mysteclin-V is sodium-free. 


Conming Myostatin to montin overgrowth and possibie comptiontions 


MONILIAL OVERGROWTH IN 25 PATIENTS MONILIAL OVERGROWTH IN 25 PATIENTS 

ON TETRACYCLINE ALONE' ON TETRACYCLINE PLUS MYCOSTATIN' 

Before After 7 days Before After 7 days 

therapy of therapy therapy of therapy 
O0000 O0O000 
O0000 O0000 
O000®8 O0O000 


Monilial overgrowth (rectal swabs) oO NONE 8 SCANTY e HEAVY 


Mycostatin in Mysteclin-V prevents gastrointestinal monilial overgrowth, 
thereby minimizing the possibility of antibiotic-induced monilial superinfection. 


Tetracycline phosphate Mycostatin | 
Su complex, equiv. to Packagin 
aed tetracycline Hci (mg.) (units) 
Capsules (per capsule) | 250 250,000 Bottles of 16 
| and 100 
Half-Strength 
Capsules (per capsule) _ 125 | 125,000 Bottles of 16 
| and 100 
Suspension (per5cc.) | 125 | 125,000 2 oz. bottles 
Pediatric Drops |  10ce. bottles 
per cc.—20 drops 100 100,000 with dropper 
1. Childs, A. J.: British M. J. 1:660 (March) 1956. 
Squibb Quality—the Priceless Ingredient 
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before after 


in skin conditions like this...and many others 


more evidence for 


NEW Vioform-Hydrocortisone © 


Case was seen on April 11 for a vesicopustular erup- 
tion of left thumb of five weeks’ duration. Diagnosis 
was hand eczema without evidence of fungus 


infection. 


VIOFORM-HYDROCORTISONE CREAM, pro- 
phyllin wet compresses and superficial X-ray 


permitted clearing in 2 weeks. No record of relapse. 


Nelson, M.: Personal communication. 


skin diseases 
of days, 
weeks or even years 
often respond 
ramatically to 


NEW Viotorm-Hydrocortisone Cream 


anti-inflammatory antipruritic antibacterial antifungal 


Supplied: 

VIOFORM-HYDROCORTISONE Cream, containing 
iodochior hydroxyquin 3% and hydrocortisone 

(free alcohol) 1% in a water-washable base. 


Tubes, 5 Gm. Tubes, 20 Gm. 
VIOFORM® (iodochlorhydroxyquin CIBA) 
Also Available: 


Cream Ointment Powder 
VIOFORM 
Insuffiate Inserts 


ENTERO-VIOFORM: Tablets 


C UB A summit 


/ 24280 


GP for the MD this Christmas... 


as well as the student or intern on your shopping list. GP is not just an- 
other medical journal. GP is a “book of knowledge” to the man in, or 
about to enter, general practice. Every issue offers informative scientific 
articles written for easy reading, and authentically illustrated for visual 
clarity. The most appreciated gift for your professional associate, this 
Christmas, is bound to be—GP. 


GP Volker Blvd. at Brookside + Kansas City12 + Missouri 
Please enter a one-year subscription to GP as my Christmas Gift to: 
(PLEASE PRINT) 

Name 

Address. 

City, Zone, State. 

(CHECK ONE) 


0 ($10) Physician OD ($5) Intern D ($5) Student 0 ($5) Resident 
(ORDERED BY) 


Name 
Address. 


City, Zone, State. 
(CHECK ONE) 
CD Payment enclosed. D Bill me later (Make check payable to: GP) 


Gift card should read: From. 
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after neuritis... because. 
PROTAMIDE® was started at the first visit 


Rapid relief from inflammatory neuritis—which reduces the 
cost of this painful disability by permitting patients to resume 
work quickly—is described by Smith’? and Lehrer et al.’ By 
starting PROTAMIDE in the first week of symptoms, 96% of 
313 patients recovered with only one to four injections, short- 
ening the duration of disability from weeks to just a few days.* 


PROTAMIDE is a sterile colloidal tein reaction . . . virtually painless 
solution prepared from animal on administration . . . supplied in 
gastric mucosa . . . free from pro- boxes of ten 1.3 cc. ampuls. 


PROTAMIDE’ 


Detroit 11, Michigan 


1. Smith, R. T.: M. Clin. North America, March 1957, 2. Smith, R. T.: New York Med. 5:16, 1952. 
3. Lehrer, H.W. et al.: Northwest Med. 75:1249, 1955, 


= 

of | back at work quickly 


Physicians’ Number One Choice for Management of Recur- 
rent Throbbing Headaches... e.g. Migraine / Relief in 90% of 
Over 2000 published cases reported to date / Forms: Cafergot tablets, 


Cafergot suppositories ...Cafergot P-B tablets, Cafergot P-B suppositories... / 


Oral dose: 2 to tablets at onset of attack / Bach Cafergot tablet contains: ergotamnine tartrate 1 mg.with Catfeine 100mg, 


SANDOZ puarmaczuticats 
NDOZ Hanover, New Jersey 


ARIOSTO NARDOZZ 
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for Cooling Comfort 


e SOOTHING FOR BABY 
e CONVENIENT FOR MOTHER 


In diaper rash, diarrhea and prickly heat 
Tucks are especially convenient for cleans- 
ing and as a hygienic aid. They are cooling 
and soothing to the irritated surface. Tucks 
are simple, economical and convenient for 
mother and may be used in conjunction with 
specific medication. 


when 


perianal 
irritations 


develop 


—SOFT PADS MOISTENED 
WITH WITCH HAZEL AND GLYCERIN; 
ECONOMICAL AND DISPOSABLE IN TOILET 
For these frequently occurring irritations, recom- 


mend to the mother that Tucks be used and kept 
on hand. 


Simply print your name and office address in thisspace jame~ 
and send to us. You will receive four complimentary 
trade packages of Tucks for use with four patients. ADDRESS 


STATE 
uller PHARMACEUTICAL COMPANY MINNEAPOLIS 4, MINNESOTA 


to prevent angina pectoris 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


Special advantages: \ 


Greater economy 


Usual dose: | tablet on arising, | before evening meal. Bottles of 50 tablets. it, a 


Tuos. LEEMING & Co., INC., New York 17, N. Y. *Patent applied for. 
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THREE TO_FIVE TIMES THE ACTIVITY _OF CORTISONE 


| 


supplied: 5 mg. and 2.5 mg. scored tablets; 
bottles of 30 and 100. 


PARKE, DAVIS & COMPANY+ DETROIT 32, MICHIGAN 


when anxiety and tension “erupts” in the G. I. tract... 


ILEITIS 


PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of ileitis — without fear of barbiturate loginess, hangover or 
habituation ... with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: | tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


*Trademark ® Registered Trademark for Tridihexethyl lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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MISS PHOEBE NO. 17 IN A SERIES 


Patients soon show confidence 

in their E & J chairs. Here is more 
than outside beauty. Underneath that 
triple-chrome finish is performance 
that cannot be imitated —construction 
that simply refuses to wear out. You 
can have confidence, too, when 
recommending an E & J chair. 


THE ‘‘TINY TOT’*, ONE OF 
SEVERAL E&J CHAIRS 
DESIGNED FOR CHILOREN 


There’s a helpful E & J Dealer near you 
“Quit worrying! E & J chairs are famous for 


withstanding savage treatment.” EVEREST & JENNINGS, INC. LOS ANGELES 25 


y 


Help keep ‘‘Information Please” Informing... J 


OcCASIONALLY you encounter a particularly thorny case . .. one that 

defies diagnosis or treatment. Next time one arises, send the data on it to 
GP’s medical editor. He passes it on to an authority in the proper field for 
consideration. Then the query and the probable solutions may appear 

in GP’s regular department, “Information Please.” 


Whether or not the case actually appears in print, your confidence is 
respected and your anonymity preserved. 


Send your question, marked ‘Information Please,” to: 
GP Editorial Department, Volker Boulevard at Brookside, 
Kansas City 12, Missouri. 
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Gives little boys big appetites 


REDISOL. 


CYANOCOBALAMIN : (CRYSTALLINE VITAMIN B,,) 


When appetites lag, REDISOL as a dietary supplement will often stim- 
ulate new interest in food. Weight gain follows increased food intake. 
Cherry-flavored REDISOL Elixir and soluble REDISOL Tablets readily 


mix with liquids. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1. PA. 


when anxiety and tension “erupts” in the G. I. tract... 


GASTRIC ULCER 


Meprobamate with PATHILON ® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of gastric ulcer — without fear of barbiturate loginess, hangover or 
habituation... wit/i PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


“Trademark ® Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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WHEN HER SWEET TOOTH TROUBLES HER DIGESTION 


to help her cope with carbohydrates 
avoid vitamin deficiencies 
TAKA-COMBEX Kapseals® — containing 
the starch-digestant Taka-Diastase,® 


B vitamins, ascorbic acid, and liver concentrates — 
are available in bottles of 100 and 1,000. 


TAKA-COMBEX Elixir —containing Taka-Diastase 
and B vitamins—is available in 16-ounce bottles. 


A 


¢ 

PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN : Ip): 


RE-SHARPEN DULL HYPO NEEDLES 


ANYONE CAN OPERATE THE 


“GUILD” 
NEEDLE SHARPENER 


Don't throw dull needles away! You or your assistant can sharpen 
any needle in a jiffy. Change the bevel if you want. Two diamond- 
dressed wheels (coarse and fine) for factory-keen points. No skill 
or training required. Give yourself or your friends this practical 
gift for Christmas. 


PAYS FOR ITSELF 


Now you can save those dull needles that make patients say 
“Ouch!” Re-sharpen each one a dozen times or more. Order today 
to avoid the Christmas rush! 


$465° 


609 COLLEGE ST. CINCINNATI 2, OHIO 
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PHENAPH 


Phenaphen Plus is the physician-requested each coated tablet contains: Phenaphen 
combination of Phenaphen, plus an anti- Phenacetin(S3gr). . . . 104.0 ag 
igh Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
histaminic and a nasal decongestant. Phenobarbital (% gr.) . . . . 16.2 mg. 
Hyoscyamine Sulfate .. . . 0.031 mg. 

IN Prophenpyridamine Maleate . . 12.5 mg. 
Available on prescription only. ; / Phenylephrine Hydrochloride . 10.0 mg. 


when anxiety and tension “erupts” in the G. I. tract... 


DUODENAL ULCER 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of duodenal ulcer — without fear of barbiturate loginess, hangover or 
habituation... wi// PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 
Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 

lodide Lederle 


* Trademark ® Registered Trademark for Tridih 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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to prevent 
and/or control 


POSTOPERATIVE NAUSEA 
AND VOMITING 


Dramamine 


Brand of Dimennydrinate 


**This study, which covers 1,500 
cases, agrees with the findings of 
Moore and his associates that 
Dramamine, when administered 
parenterally, reduces by at least 50 
per cent the incidence of vomiting 
in postoperative patients.?? 


Harms, B. H.: The Use of Paren- 
teral Dramamine to Control 
Postoperative Vomiting in the 
Office Practice of Oral Surgery: 
A Report of Cases, Oral Surg. 
7:294 (March) 1954. 


Dramamine Ampuls, serum type, 250 mg. 
in each 5 cc. 


Research in the Service of Medicine 


FINGER SPLINT ASSORTMENT 


A very handy as- 

sortmentofthirteen 
often used finger | 
splints. All alumi- 
num, transparent 
to X-Ray. Conven- 
iently packaged. Be 
prepared for emer- 
gencies. Order now! 
$4.30 per box. 


NEW GP CATALOG! 


Our new catalog of DePuy Fracture 
Equipment for the general prac- 
titioner is now ready. It’s helpful 
and informative . . . . yours for 
the askins 


SINCE 1895 — STANDARD OF QUALITY 


DePuy Manufacturing Company, Inc. 


WARSAW, INDIANA 


5 
| 
| 
| 
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J 


A Mutual Investment Fund 
Check (\/) for the prospectus 
and descriptive literature 

you would like to receive: 
UNITED SCIENCE FUND 

UNITED INCOME FUND 

UNITED ACCUMULATIVE FUND 


UNITED CONTINENTAL FUND 


WADDELL & REED, inc. 


PRINCIPAL UNDERWRITERS 


¢ Offices Coast to Coast + 


20 WEST 9TH, KANSAS CITY 5, MO. 
40 WALL ST., NEW YORK 5, N.Y. 


| 
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in obesity 


one of many indications for 


MYADEC 


high potency vitamin-mineral formula 
“adequate minerals and vitamins 
must be supplied in any long-continued 


weight reduction program.’* 


MYADEC Capsules are supplied in bottles of 30, 100, 250, and 1,000. 
*MacBryde, C. M., in Conn, H. E: Current Therapy 1957, Philadelphia, 
W. B. Saunders Company, 1957, p. 292. 


: IP): PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 
. s 


when anxiety and tension “erupts” in the G. |. tract... 


DUODENAL ULCER 


PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of duodenal ulcer — without fear of barbiturate loginess, hangover or 
habituation... wit/i PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disordets. 

Dosage: | tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


* Trademark © Registered Trademark for Tridihexethyl lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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abdominal cradle 
maternity supports 


To meet today’s demands . . . both of doctors and their 
prenatal patients . . . Camp has created lightweight addi- 

tions to its basic line of scientific maternity garments. De- 
| signed to embody the best features of scientific support 
for which Camp has been respected for half a century, 
these garments offer the expectant mother the special 
Camp reinforced supporting feature upholding the lower 
abdomen extending over hips to back (the abdominal 
cradle) and Camp's exclusive expansion adjustments. 


Camp's hook ex- 


pansion .. . five 
rows of tapering 


Camp’s curved 
side lacers for 
convenient adjust- 


eyes with hook- ment during 
ing side adjust- growth in preg 
ment. nancy. 


CF 


SUPPORTS 
JACKSON, 


"APPLIANCES 
MICHIGAN 


TRI-AZO-MUL 


Each 100 cc. contains: 
SULFADIAZINE (ticrocrystalline) 3.381 Gm. 
SULFAMERAZINE (microcrystalline) 3.381 Gm. 
SULFAMETHAZINE (microcrystalline) 3.381 Gm. 


Ina palatable, stable emulsion pleasantly flavored with 
True Raspberry Flavor. 


Each average teas pe (80 min.) represents .5 Gm. 
(7.7 grs.) of these 3 combined sulfa drugs 
in suspension. 


TRI-AZO-TABS 


each tablet contains .5 Gm. (7.7 & of the above 
three combined sulfa drugs. 


Triple Sulfas (Meth-Dia-Mer) Sulfonamides remain 
among sulfa drugs for Highest potency . 
Wide Spectrum . Highest blood levels . Safety . 
Minimal side effects. 


Supplied in pint bottles only. 
Tablets in bottles of 100, 500, 1000. 


FIRST TEXAS CHEMICAL MFG. CO. 


DALLAS, TEXAS ATLANTA, GA. 


of the San Diego, California Chapter of the 
wight The form, printed on 8'2" by 11” 

‘is to be filled out and sent to th 


You can obtain a supply of the con- 
sultation forms at cost—$1 per pad 
of 100 forms—from the headquarters 
office: American Academy of Gen- 
eral Practice, Volker Boulevard at 
Brookside, Kansas City 12, Missouri. 
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FOR EFFECTIVE 
CORTICOSTEROID THERAPY 


PARACORTOL 
NISOLONE 
KE-DAVIS 


three to five times the activity of hydrocortisone 


supplied: e 
5 mg. and 2.5 mg. scored tablets; ~ ’ 4 PARKE, DAVIS & COMPANY 


*TRADE MARK 


when anxiety and tension “erupts” in the G. |. tract... 


GASTRIC ULCER 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg. )the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of gastric ulcer — without fear of barbiturate loginess, hangover or 
habituation... wi//i PATHILON (25 mg.)the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


“Trademark Regi d Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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ULTRASOUND, 


ESTED AND 


BENEFICIAL 


BURDICK UT-1 
ULTRASONIC UNIT 


Clinical reports, both here and abroad, have 
been in agreement on the value of ultrasound 
in the following conditions: 
Traumatic Injuries * Osteoarthritis * Periarthritis 
Fibrositis * Painful Neuroma * Rh toid Arthritis 
Bursitis * Radiculitis * Scars 
A compilation of detailed clinical reports and 
ultrasound technics is available upon request 
from the Burdick Corporation. 


The Burdick UT-1 Ultrasonic therapy unit is a 
tested result of pioneering in this field. It fea- 
tures a coupling signal that warns when con- 
tact is inadequate for effective treatment. The 
right-angled applicator and flexible cable add 
ease to operation. Burdick also has a smaller, 
portable machine — the UT-4. We will be happy 
to demonstrate both machines to you at your 
convenience. 


The UT-1 and UT-4 are sold 
through 296 qualified medical sup- 


ply houses throughout the United 
y States. Over 1,500 Burdick sales 
representatives are backed by 
complete service facilities for all 


Burdick equipment. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: Chicago ® New York 
Regional Representatives: 


Atlanta @ Cleveland ® Los Angeles 


The new Aloe Dry-He:t 
Sterilizer for syringe:, 
needles, and smcil 
instruments destroys the 
most resistant of micro- 
bes organisms quickly and 
efficiently. Costs less 
than one-third of other 
Dry-Heat Sterilizers. In a 
few short months since its 

development, more than 
satisfied physicians. 
accomplished in 25 
& ry ect to 35 minutes. Full 
sterilizer techie 
unit. Reports from 

only *32.50 independent 
laboratories, 
demonstrating 
sterilizing results, 
available on request. 
Write today for 
complete details 
on unit and useful 
accessories. 
Dept. 110 


a. s. aloe company 
1831 OLIVE ST. « ST. LOUIS 3, MO. 
14 fully stocked divisions coast to coast 


Prescribed by physicians throughout the world 


Have FELSOL provides safe and 
you effective relief in Asthma, 
ever Hay Fever and related bron- 
used > chial affections. 


FELSOL 


& FELSOL also relieves pain 
and fever in Arthritis, Headache, 
and other painful conditions. 


The fast action and long duration of FELSOL 
gives smooth and comforting relief. After a sin- 
gle therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, 
measurable amounts of the drug persisting 24 
hrs.” (J. Pharm. & Exper. Ther. 98:97-104, 1950) 
Each oral powder contains: 
Antipyrine .... . 0.869 gm. 
Iodopyrine . . . . . 0.031 gm. 
Citrated Caffeine . . 0.100 gm. 
Try this unique and superior product by writing for 
free Professional Samples and Literature 
American Felsol Co. « P. O. Box 395 * Lorain, Ohio 


Available at all Drug Stores 
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NOSE Col 
HEAD COLD 


PHENAPHE 


Phenaphen Plus is the physician-requested each coated tablet contains: Phenaphen 
j ; Phenacetin(3gr.). . ... 194.0 mg. 
of Phenaphen, plus an anti 
histaminic and a nasal decongestant. Phenobarbital (% gr.) . . . . 16.2 mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 

plus 

N Prophenpyridamine Maleate . . 12.5 mg. 

Available on prescription only. 77d Phenylephrine Hydrochloride . 10.0 mg. 


when anxiety and tension “erupts” in the G. |. tract... 


in spastic 
and irritable colon 


PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer... helps control the 
“emotional overlay” of spastic and irritable colon—without fear of barbiturate loginess, hangover or 
habituation... wif/: PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: | tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


, *Trademark © Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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“OW OF 


manufacturers of 
specialized electronic 
equipment 


low priced 


tilt-table X-RAY UNIT 


OYAL 


radiographic-fluoroscopic 


Royal 100 offers an unusual! dollar-for- 
which is 


value 


... takes cassettes up to 17° x 17°. 


MATTERN X-RAY 
DIVISION OF LAND-AIR, INC. 
7444 West Wilson Avenue. 
Chicago 31, Ill. 


you'll get every issue on time. Simply fill in the form be- 


MOVING? 


WHEN YOU CHANGE your address, be sure to notify GP 


Circulation, preferably one month in advance. That way, 


low, clip, and mail in envelope to GP Circulation. 


GP Circulation 


AMERICAN ACADEMY OF GENERAL PRACTICE 
Volker Boulevard at Brookside, Kansas City 12, Missouri 


AAGP Member [_] Non-Member 
(Be sure to check proper classification above, for prompter 
location of your old addressograph plate.) 


CHANGE OF ADDRESS FORM 


MY OLD ADDRESS: 


(Please print plainly) 


Street 

City Zone__ State 

MY NEW ADDRESS: 

Street 

City. 
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‘= with rotating anode tube = 
A 
ett 
dollor 
¥ low-cost tilt table field. Among its special features ore: 
Compietely automatic control. 
f ® Rotating anode tube—need not be removed when 
- changing position of table. Counterbalanced 12” x 
16” fluoroscopic screen and tube—travel in unison— 
raise, lower, or angle as desired. MY NAME: 
; ® Hand tilt mechanism which permits use of table 
in either horizontal or vertical plane. Tube stand 
mounted separately on tracks, allowing greatest 
1 flexibility in positioning. 
®Bucky diaphragm on full-length track beneath 
: table. Bucky tray has self-centering and locking F 
See your local Mattern deoler, or write 
: \ | direct to us for information. 
ney) 


every physician 
who has sinusitis 


postnasal drip: 


We offer a personal supply of the new oral nasal decongestant, Triaminic Tablets. 


Unlike nose drops, inhalers and sprays, which may fail to pass the mucus bar- 
rier, TRIAMINIC is in intimate and prolonged contact with the source of mucus 
production, the nasal mucosa. And with TRIAMINIC, there is little likelihood 
of rebound congestion or pathological changes in the mucosa. 


The action of TRIAMINIC timed-release tablets is both prompt and sustained. 
Many physicians are reporting dramatic relief* whenever congestion is present 
in the upper respiratory tract—in nasal allergies, chronic sinusitis, postnasal drip. 


*Personal communications 


Medical Director 


Fill in and mail Smith-Dorsey — Lincoln, Nebraska 


this card for your 
personal supply. of 
Triaminic Tablets. 


Please send me a complimentary supply of Triaminic Tablets 
for use in chronic sinusitis, postnasal drip, colds, nasal allergies. 


Dr. G. R. Underwood 


Relief in minutes—lasts for hours 


An orally administered decongestant has much better 
distribution to the mucous membranes of the respiratory 
tract than nasal sprays, drops and inhalants. “This 
affords opportunity for shrinkage in areas that could 
not be approached by sprays, drops or actual topical 
applications.”* 


In colds, nasal allergies, sinusitis, postnasal drip, 
Triaminic “dries” and decongests nasal passages, 
combats allergic symptoms — with little likelihood of 
rebound congestion, pathological changes in the nasal 
mucosa, and without the probable risk of local over- 
treatment or “‘nose drop addiction.” Especially valuable 
for night-time cough caused by postnasal drip. 
*Morrison, L. F: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each two-dose “timed-release” Triaminic Tablet contains: 


Phenylpropanolamine for effective “drying” 
hydrochloride 50 mg. and decongestant action 

Pyrilamine maleate 25 mg. antihistamines to combat 

Pheniramine maleate................ 25 mg. allergic symptoms 


Dosage: 1 tablet in the morning, afternoon, and in the 
evening if needed. 


Also available: Triaminic Syrup, for children and those 
adults who prefer a liquid medication. 


running noses... 
and open stuffed noses 


orally with Triaminic 


Triaminic ‘‘timed-release’’ tablets 
provide relief in minutes 

... keep nasal passages clear 

for 6 to 8 hours 


first—the outer layer dissolves 
within minutes to produce 3 to 4 
hours of relief 


then—the inner core 
disintegrates to give 3 to 4 
more hours of relief 


SMITH-DORSEY -« a division of The Wander Company - Lincoln, Nebraska « Peterborough, Canada 
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BUSINESS REPLY CARD 


First Class 
Permit No. 91 
Lincoln, Nebr. 


No Postage Necessary if Mailed in the United States 


DR. G. R. UNDERWOOD 
Medical Director 


Smith-Dorsey 
Lincoln 1, Nebraska 


Mail This Card 
to Get Your 
Personal Supply of 


Triaminic Tablets 
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or your Tension Headache patients... 
to relieve both the pain and the distress Fiorinal acts 
against nervous tension, muscle spasm and pain— 


Dose: 1 or 2 tablets, repeated P.r.n., up to six tablets per day /Each tablet 
contains: Sandoptal (Allylbarbituric Acid, N. F. X) 50 mg., Caffeine 40 mg., Acetylsalicylic 
Acid 200 mg., Acetophenetidin 130 mg. 


FIURINAL 


SAND O Z PHARMACEUTICALS 


Hanover, New Jersey 


SANDOZ 
ARIOSTO NAROOZZ: 


Complete Relief in 3 Days 


PRURITUS ANI 


new ORAL trReATMENT FOR INTRACTABLE CASES 
PROMOTES ACIDURIC INTESTINAL FLORA 


Malt Soup Extract completely relieved intractable 
itching and burning in 80 per cent of a series of 46 
cases of pruritus ani within an average of 3 days.’ 


BASED ON NEW RATIONALE 


In pruritus ani the stools are usually strongly alka- 
line. Malt Soup Extract encourages the growth of 
aciduric bacteria in the intestines. When this has 
been accomplished, the feces become soft, have 
an acid reaction, and intractable itching of the 
rectal region disappears. 


BORCHERDT’S MALT SOUP EXTRACT 


Malt Soup Extract contains specially processed 
non-diastatic barley malt extract neutralized with 
potassium carbonate. 

Dose: 2 tablespoonfuls twice daily. Take in milk. May also be 


taken by spoon or in water. Continue for 2-3 weeks, when perianal 
skin should be healed. Resume treatment if symptoms recur. 


Supplied: In 2 forms: Liquid, in 8 oz. and pint jars. Powder, in 
8 oz. and 16 oz. jars (use heaping measure). 


1. Brooks, L. H.: Use of Malt Soup Extract in Treatment of Pruritus 
Ani (American Proctologic Society, April, 1957. To be published.) 


MALT SOUP EXTRACT 
For samples and literature, write 


BORCHERDT COMPANY. 217 w. woicott Ave. « chicago 12, m1. 
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in its completeness 


equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 


BASIGETS 


An aid to vigor and health throughout 
the “second forty” years. 


BASIGETS provides non-virilizing 
androgen-estrogen anabolic stimula- 
tion supplemented with multivitamins 
and minerals. Employed in this bal- 
anced combination, this therapy stin- 
ulates hemopoiesis, improves muscle 
tone, protein anabolism, vigor and 
mental outlook and moderates the 


_ aging process in men and women. 


Professional samples and formula 
upon request. 


Cc. B. KENDALL COMPANY 
Indianapolis 6, Indiana 


Warr 


effective 

practical 
A specific immunizing antigen for prevention of 
mumps in children and adulis where indicated. Vac- 
cination should be repeated annually. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 
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sine ( th FOR THOSE 


© ial Occasions ! 


Above is the jeweler’s adaptation of the new official 
AAGP seal. All jewelry shown below is actual size. 


OFFICIAL RECOGNITION PIN 
For lapel wear. 5e” diameter. 


AT 17S 1955 ASSEMBLY 
the “American “Academy of 
General’ Practic@< adopted a 
new official seal. Now, for the 
first fimé, you can obtain offi- 
bearing this hand- 
some new designs The jewelry 
is beautifully crafted of 
biue and white enamel and 
gold or silver (fo match the 
metal you choose). The jewelry 
itself —the fines? available — 
comes in solid gold, gold filled 
or sierling. Any piece makes a 
distinctive personel gift or 
professional award. 


OFFICIAL CUFF LINKS 


Ring (caduceus on shanks) 68.00 
Ring (blue spinel stone) 74.00 Ronson lighter 12.75 


Ring (leaf shank design) 34.00 *All solid gold jewelry is 14 karat 


Ring (small seal) 24.00 except the tie chain, tie pin and 
Chapter president's key 39.00 money clip, which are 10 karat. 


OF 
J E \ VE LR 
Positive-action hinged link in gold or silver\m 5 
) 
3 44 OFFICIAL KEY 
OFFICIAL TIE CHAIN 
ba 
PRICE LIST of official jewelry bearing the seal of The American 
Academy of General Practice. Prices include 10% fed. excise tax. TO 
$ 6.00 $ list with your check for the totalamount 
chai 24.00 11.00 9.00 Practice, Volker Boulevard at Brook- 
3 Cuff links 26.00 11.00 10.00 gant 
C.0.D. orders will carry a few 


“DOCTOR, have you tried 
new Carnation Instant?” 


YOU'LL DISCOVER WHY THIS 
EXCLUSIVE CRYSTAL FORM OF 
NONFAT MILK HELPS YOUR 
PATIENTS “STAY WITH” A DIET... 
IT TASTES SO GOOD! 


DELICIOUS FOR DRINKING: These remarkable 
crystals burst into fresh flavor nonfat milk 
instantly, even in ice-cold water. Ready to drink. 
Delicious for drinking. Then, too, it is easy to 

add extra crystals (1 tablespoon per glass, 

¥% cup per quart) for flavor far richer than bottled 
nonfat milk—and 25% more nonfat milk 
nutrients. Patients who resist ordinary nonfat 
milk enjoy self-enriched.Carnation Instant. 


MAINTAINS “WELL-BEING”: Enjoyed with 
_and between meals. Carnation Instant goes 
a long way in helping your patients ‘‘stay with” 
a diet. Provides lactose and protein to 
~ help maintain blood sugar level, keep energy 
up. Helps allay fatigue and the simple 
hunger pangs that make it hard to resist 
forbidden snacks. 


WHY NOT try new Carnation Instant 
yourself? A fine, protective ‘‘boost’’ 
for the busy physician. Ready 
instantly, fits into your most 
crowded professional day. 
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Preserve 

your GP copies 
in permanent 
binding 


GP December 1957 


THIS RIGID BINDING of washable buckram keeps 
your back issues neat, ready for reference by volume. 
It comes in medium blue with gold stamping on 
the spine (“GP,” AAGP seal, volume number and 
year) and your name in gold on the front cover. 
The price of binding is $4.15 per volume. To 
order yours, send all six issues of each volume to 
be bound to the address below via prepaid parcel 
post or express. They furnish indices. Make your 
check or money order payable to PABS (Publishers 
Authorized Binding Service). Within four weeks, 
you will receive your bound volume prepaid. The 
address: PABS — Publishers Authorized Binding 
Service, 5811 W. Division Street, Chicago 51, Ill. 
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SUSTAINED ACTION 


TRIPLE-LAYER TABLET 


Keeps patients asymptomatic and 
alert up to 12 hours with one tablet 


GROUP HIGH POTENGY 
LOW SEDATION 
antihistamine 
55 
® 


Brand of Isothipendyl hydrochloride 


4-mg. starter dose (rapid release for rapid, initial control) 


 2-mg. booster dose (provides continuing therapeutic levels) 
6-mg. follow-up dose (slow release for sustained, prolonged relief) 


“Twelve hours was the duration of aetion [of one tablet] 
in over 90 per cent of a series of 125 patients treated with 
“THERUHISTIN’-S.A.””! 


The Group 4 features of “THERUHISTIN”— high 

potency/low sedation — have been established in recent trials 
involving 602 patients.’ Effective results were obtained 

in 92 per cent of the cases and drowsiness was reported in only 
0.8 per cent—or only 1 out of every 100 patients. 

DOSAGE: “THERUHISTIN”-S.A.—1 tablet on arising; repeat every 


8-12 hours as necessary. SUPPLIED: “THERUHISTIN”-S.A. Tablets, 12 mg., 
bottles of 100 and 1,000. 


ALSO AVAILABLE: “THERUHISTIN” Tablets, 4 mg., bottles of 100 and 1,000. 
“THERUHISTIN” Syrup, 2 mg. per 5 cc. (tsp.), bottles of 16 fluidounces. 


AYERST LABORATORIES New York, N.Y. - Montreal, Canada 


1. Spielman, A. D.: Personal communication. 2. New and Unused Therapeutics Committee, 
Am. Coll. Allergists: Interim Report at Thirteenth Annual Congress, Mar. 20-22, 1957, 
Chicago, Ill., Ann. Allergy, to be published. 5773 
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..-in the attractive 
Jesse Jones Volume File 


Specially designed and produced for GP, this File 
will keep one volume (six issues) clean, orderly. 
and readily accessible. In a combination light blue 
and dark blue Kivar, which looks and feels like 
leather, its 16-carat gold leaf hot-embossing makes 
it a: fit companion for your finest bindings. Your 
back issues are protected against dirt and wear— 
any specific issue can be located instantly. 


Jesse Jones Box Corp.. 
P. O. Box 5120, Philadelphia 41, Pa. 


Please send me, prepaid 


Name 


MAIL COUPON AND CHECK DIRECT TO MANUFACTURER FOR PROMPT SHIPME 


GP Volume Files @ $2.50 each, 3 for $7.00 or 6 for $13.00 


PRESERVE 
YOUR COPIES 


Despite its rich appearance, the Volume File is rea- 
sonably priced. Carefully packed and sent postpaid, 
Files cost only $2.50 each. Many GP readers find 
it more convenient and economical to order 3 for 
$7.00 or 6 for $13.00. If you are not entirely sat- 
isfied, for any reason, return the File to us within 
10 days for a full refund. 


Address 


City, State 


Ry 
| 
| NT 
Satisfaction 
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The greatest benefit in 
acne therapy comes to 
those patients who use 
pHisoHex® often and 
daily in conjunction 
with other standard 
measures. 


For best results, pre- 
scribe from four to six 
pHisoHex washings of 
the acne area daily. 
pHisoHex cleans better 
than soap, degerms rap- 
idly, prevents bacterial 
growth, and maintains 
normal skin pH. 


Sudsing, 
nonalkaline 
antibacterial 
detergent— 
nonirritating, 
hypoallergenic. 
Contains 3% 
hexachlorophene. 


LABORATORIES 
) New York 18, N.Y. 
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Hex, trademark reg. U. S. Pat. Off. 


bibliographies 
For your convenience 
in requesting bibliographies 
of scientific articles 
appearing in 
GP 


USE THIS COUPON 


GP 

Production Department 

The American Academy of General Practice 
Volker Boulevard at Brookside 

Kansas City 12, Missouri 


Please send me the bibliographies of the scientific 
articles listed below: 


Title 
Author. Issue 
Title. 
Author Issue. 
Title, 
Author. Issue. 
Title. 
Author. Issue. 
Title 
Author. Issue 


PLEASE PRINT CLEARLY: 


Address 


City & State. 
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Index to Products 


BOOKS 

Reference (Mosby)... ... 138 

DIETARY 

Gelatine (Knox)....... 48-49 

Hi-Pro (Jackson- 
224 


Instant Milk (Carnation). .264 
Malt Soup (Borcherdt). . .261 


Oatmeal (Quaker)....... 198 
Similac (Ross).......... 10 
Strained & Jr. Foods 

18 
EQUIPMENT 
E & J Chairs (Everest & 

250 
Nebulizers & Vaporizers 

Needle Sharpener 

252 
Royal 100 (Mattern)..... 260 
Sterilizer (Aloe)......... 258 
UT-1 (Burdick)......... 258 
Visette (Sanborn)....... 145 
X-Ray (Picker) ......... 174 
INSTITUTIONAL 
Research (Lederle). ..... 37 
Research (Lederle). ..... 67 
Research (Lederle)... ... 140 
Research (Lederle) ...... 153 
Research (Lederle)... ... 180 
Research (Lederle)... ... 194 
PHARMACEUTICAL 
Achrocidin (Lederle) . . . .221 
Achromycin (Lederle).... 7 
Allbee-C (Robins)....... 31 
Ambeny! (Parke, Davis) . .223 
APC w/Demerol 

(Winthrop)...........164 
Artane (Lederle)........ 44 
Atarax (Roerig)......... 234 
Azotrex (Bristol)... .opp. 228 
Basigets (Kendall)....... 262 
Bendectin (Merrell)... ... 66 
Benemid (Merck Sharp & 

163 
Benylin Expectorant 

(Parke, Davis) ........ 217 
Bidrolar (Armour)....... 45 
Biphetamine 

(Strasenburgh)........ 204 


Bivam (U.S. Vitamin) . . .271 


270 


PHARMACEUTICAL (Cont.) 
Butazolidin (Geigy)..... . 238 
Cafergot-PB (Sandoz) . . . .247 
Calcisalin (Warner- 


57 
Calpurate (Maltbie)..... . 186 
Cathozole (Merck Sharp 

19 
Cholan V (Maltbie)...... 24 
Clusivol (Ayerst)........ 155 
Clysmathane (Fleet)... . . 178 


Colace (Mead Johnson)... 4 
Compazine (Smith, Kline 

Sc French). 
Convertin-H (Ascher) . . .207 
Cremomycin (Merck 

Sharp & Dohme)...... 222 
Darvon (Lilly)...... 150-151 
Deca Family Products 

(Mead Johnson). .4th cover 
Deladumone (Squibb). . . .220 
Delalutin (Squibb)..... . .220 
Delatestryl (Squibb). .. . . 220 
Delestrogen (Squibb). . . .220 


Desitin (Desitin)........ 172 

Dexamyl] Family (Smith, 
Kline & French). ..... 63 

Diamox (Lederle)....... 182 


Digitalis (Davies, Rose) . . 262 
Dimetane (Robins). . . .38-39 
Disipal (Riker).......... 42 
Dramamine (Searle)... . . 254 
Eldec (Parke, Davis)... . . 229 


Emetrol (Kinney)... .... 233 
Engran (Squibb)........ 16 
Entozyme (Robins) ..... . 161 
Equanil (Wyeth)........ 227 


Falvin (Lederle) . . . .opp. 164 
Felsol (American Felsol). . 258 


Filibon (Lederle)........ 272 
Flexilon/HC (McNeil) ... 12 
Fiorinal (Sandoz)........ 261 
Fostex (Westwood) ...... 210 
Furacin Dressing (Eaton) .216 
Furadantin (Eaton)...... 22 
Gentian Violet (Webster). 50 
Gerilets (Abbott)...... 40-41 
Hesper-C (National 
239 


Hesperidin (Sunkist) ... .206 
Hyasorb Penicillin (Key) .237 


Hydeltra-TBA (Merck 
Sharp & Dohme)...... 58 


Ilotycin (Lilly).......... 68 
Ilotycin-Sulfa (Lilly)... . . 170 


PHARMACEUTICAL (Cont.) 


Incremin (Lederle). ..... 15 
Iodo-Niacin (Cole). ..... 231 
Isuprel-Franol 
(Winthrop)......... 46-47 
Kemandrin (Burroughs- 
Wellcome)........... 168 
Ketostix (Ames)......... 6 
Koromex-A (Holland- 
Lanteen (Esta).......... 212 
Li-Betaron (Warren-Teed) 9 
Mediatric (Ayerst)....... 14 
Medihaler—Epi & Iso 
232 
Meprolone (Merck 
Sharp & Dohme)...... 154 
Meprotabs (Wallace)..... 36 
Metamine (Leeming)... . . 248 
Metamucil (Searle)... ... 144 


Milpath (Wallace) . . .218-219 
Miltown (Wallace). . .opp. 52 
Milprem (Wallace). . .opp. 53 
Mumps Vaccine (Lederle) .262 
Myadec (Parke, Davis) . . .255 


Mysteclin (Squibb)... ... 244 
Nitranitol (Merrell)... ... 200 
Noludar (Hoffmann- 

La Roche).......-. opp. 16 
Norlutin (Parke, Davis).. 65 
Nostyn (Ames).......... 184 
Novahistine (Pitman- 

opp. 212 
Novahistine-DH 

(Pitman-Moore)....... 214 
Novahistine w/Penicillin 

(Pitman-Moore).... . 
Orinase (Upjohn)....... 51 
Pacatal (Warner-Chilcott) 33 
Paracort/Paracortol 


(Parke, Davis) .32, 249, 257 
Pathibamate (Lederle) . . .249, 
... 251, 253, 255, 257, 259 


Pentids (Squibb)........ 59 
Pen Vee Cidin (Wyeth).. 20 
Pen Vee Oral (Wyeth). . .215 


Percodan (Endo)........ 26 
Peritrate (Warner- 
146 
Phenaphen Plus 
(Robins). ...... . .253, 259 
Phenergan Expectorant 


pHiso-Hex (Winthrop).. .269 
Plestran (Warner- 


Polymagma (Wyeth)... .. 142 
Pro-Banthine (Searle).... 1 
Protamide (Sherman). . . .246 
Ramses (Schmid)........ 160 
Raudixin (Squibb)...... .158 


PHARMACEUTICAL (Coni.) 
Redisol (Merck Sharp & 


251 
Remanden (Merck Sharp 

& Dohme)........... 190 
Ritalin (Ciba)........ 29, 225 
Robaxin (Robins) . . . 240-241 
Sandostene (Sandoz)..... 28 
Signemycin V 

242-243 
Sterane (Pfizer)......... 226 
Sterisil (Warner- 

208 
Sterosan-Hydrocortisone 

64 
Stilphostrol (Ames).... . .152 
Stresscaps (Lederle)... .. 147 
Suladyne (Stuart)....... 228 
Sulfose (Wyeth)........ 
Sur-Bex (Abbott)........ 188 


Tace (Merrell)..... 2nd cover 
Taka-Combex 


(Parke; Davis)......... 252 
Terfonyl (Squibb)....... 235 
Tetracydin (Pfizer)...... 52 


Tetrex/Tetrex-APC 

(Bristol) .opp. 32, 148-149, 

opp. 228 

Theruhistin-SA 

266-267 
Triaminic, Triaminicin, 

Triaminicol (Smith- 

Dorsey) .53, 54, 55, opp. 260 
Tri-Azo-Mul/Tabs 

Tricofuron (Eaton) . .156—157 
Tridal (Lakeside)... 3rd cover 


Tryptar (Armour)....... 162 
Tussionex (Strasenburgh) 30 
Uleran (Lilly)........... 230 
Varidase (Lederle)....... 60 
Veralba-R (Pitman- 

Vioform Hydrocortisone 

opp. 244 
Viterra (Roerig) .......- 43 
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Ace-Hesive (Becton, 

196 


Finger Splint (DePuy) . . .254 
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vitamins 


citrus bioflavonoids 
(water-soluble) 


dimensional 
The At Laboratories 
i 
provides the exclusive water-soluble citrus bioflavonoid 
complex (as provided in C.V.P.) with multiple vitamins and: 
minerals... for a superior nutritional shield against dietary | 
_ deficiencies to help prevent abnormal capillary permeability | 
and fragility; to help maintain normal metabolism, anabol- | | 
cigy Pharmaceuticals optimal health for pregnant and lactating women, the 
238 aged, before and after surgery, in restricted diets, aged and | 
debilitated patients... for all patients, all’ ages. 
Citrus Bioflavonoid Compound’... .100mg. 
the many active biofiavonoid fac- 
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SAMPLES of BIVAM andliterature from... 
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East 43rd Street, New 


for an active pregnancy 


NEW better tolerated source of iron—ferrous fumarate—helps 
eliminate gastric upset. NEW non-inhibitory intrinsic factor as- 
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table . . . use it later for diaper pins or cotton. Your patients pay 


no more for the added benefits of Filibon. 
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Each capsule contains: 
Vitamin A 


Pyridoxine (By) 


Vitamin K (Menadione) 0.5 mg. 
Intrinsic Factor ....... 5 me. 
Fluorine (as CaF2) 0.015 mg. 
0.15 mg. 
Iodine (as KI) ........ 0.01 mg. 
Potassium (as K»SO,4) 
Manganese (as 0.05 mg. 
Magnesium (as MgO) 0.15 mg. 
Molybdenum (as Na»MoO, . 2H20O) ........ 0.025 me. 
Calcium Carbonate .............. STS MB. 


Dosage: One or more capsules daily. 
Supplied: Attractive, re-usable bottles of 100 capsules. 


Lederte) LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW yorK 
*Trademark 


| 
| 
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4,000 U.S.P. Units 
Vitamin D 
Thiamine Mononitrate (By) 
1 mg. 
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ed | Editorial 
info pl | Information Please 

tip | Tips From Other Journals 
* | Scientific Article 
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ABDOMINAL MuscLe SpasM, PosToPERATIVE (tip), Sep- 
tember, 1957, p. 129 
AcciDENTs: See Automobile 
ACETAZOLEAMIDE and renal calculi (tip), November, 
1957, p. 125 
Acip-Fast Bacitu (tip), July, 1957, p. 110 
ADRENAL GLANDS 
evaluation of adrenocortical function (tip), Novem- 
ber, 1957, p. 121 
function, relationship to obstructive jaundice (tip), 
December, 1957, p. 124 
steroids, effect of on bilirubin excretion (tip), No- 
vember, 1957, p. 126 
steroids in infectious diseases (tip), October, 1957, 
p. 138 
ADVERTISING, DRUG 
little wonder pills (ed), October, 1957, p. 72 
AMERICAN ACADEMY OF GENERAL PRACTICE 
Postgraduate Study Requirements, October, 1957, 
p. 165 
Presidential Address (DeTar), July, 1957, p. 119 
Profiles 
Booher, N. H., August, 1957, p. 166 
Johnston, Mary E., September, 1957, p. 166 
Ritt, A. E., July, 1957, p. 164 
Wiginton, M. C., October, 1957, p- 196 
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JULY, 1957 THROUGH DECEMBER, 1957 


Reports 
chairman of the board of directors (Richardson), 
August, 1957, p. 133 
commission on education: the general practitioner 
and undergraduate medical education, July, 
1957, p. 127 
executive secretary, annual report (Cahal), Sep- 
tember, 1957, p. 133 
AMNIOCENTESIS, —TRANSABDOMINAL (tip), December, 
1957, p. 122 
AMYLOIDOSIS, primary nerve involvement in (tip), Sep- 
tember, 1957, p. 127 
ANAPHYLAXIS, serotonin and (tip), July, 1957, p. 113 
ANDROGENS, erythropoiesis induced by (tip), August, 
1957, p. 128 
ANEMIA 
as seen in a rural general practice *(Kirschenfeld & 
Tew), November, 1957, p. 107 
treatment, physiologic approach to *(Frost & Gold- 
wein), October, 1957, p. 125 
ANEMIA, HEMOLYTIC 
congenital (hereditary spherocytosis) (tip), July, 
1957, p. 113 
Aneurysm, Aortic: See Aorta 
Ancina Pecroris: See Arteries, Coronary 
ANTIBIOTICS: See also under specific names 
synergism (tip), November, 1957, p. 128 
ANTIBODIES on demand (tip), October, 1957, p. 133 
ANTICOAGULANTS 
control of anticoagulant therapy (tip), October, 
1957, p. 136 
long-term therapy *(Putnam), December, 1957, p. 79 
long-term therapy (tip), December, 1957, p. 116 
Anus, imperforate, congenital (tip), July, 1957, p. 108 
AORTA 
aneurysm, abdominal, leaking (tip), July, 1957, 
p- 113 
Aortic VALVE 
regurgitation, aortic, severe (ed), August, 1957, 
p- 70 
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stenosis, congenital (tip), August, 1957, p. 125 
AORTOGRAPHY, TRANSLUMBAR—chylothorax a compli- 
cation (tip), December, 1957, p. 118 
APPENDICITIS, ACUTE 
mortality in (tip), September, 1957, p. 124 
APRESOLINE: See Hydralazine 
ARTEFACTS IN X-RAY Firms *(Katz), December, 1957, 
p- 96 
ARTERIES, CEREBRAL: See Brain 
ARTERIES CORONARY 
angina pectoris, relief of following myocardial 
infarction (tip), October, 1957, p. 142 
Myocardial Infarction 
menopause and (tip), October, 1957, p. 139 
pain, distribution of (tip), December, 1957, p. 119 
relief of angina following (tip), October, 1957, 
p- 142 
thrombosis, diet and (tip), November, 1957, p. 122 
ARTERIES, PERIPHERAL 
gangrene, treatment of by walking (ed), December, 
1957, p. 72 
insufficiency (tip), July, 1957, p. 115 
insufficiency, acute, treatment of (tip), August, 
1957, p. 131 
intermittent claudication, a note on the location of 
*(Gifford & Hurst), November, 1957, p. 89 
small, occlusion of (tip), September, 1957, p. 131 
ARTHRITIS, RHEUMATOID 
treatment, Cleveland Clinic program (tip), Septem- 
ber, 1957, p. 131 
treatment of (info pl), September, 1957, p. 122 
ASCITES, as presenting symptom, *October, 1957, 
p- 106 
AstuMA, due to foreign bodies in the lung (tip), Sep- 
tember, 1957, p. 125 
ATHLETES: See Injuries, Sports 
AUTOMOBILE 
accidents (ed) (Benedict), July, 1957, p. 73 


BACKACHE 
office treatment of *(Cozen), September, 1957, p. 98 
BacrerEMIA, Proteus (tip), August, 1957, p. 124 
BCG Vaccination, use of (info pl), September, 1957, 
p- 122 
Buary Tract: See also Gallbladder 
surgery of the biliary passages *(Lichtenstein) , Octo- 
ber, 1957, p. 114 
Buirvsin Excretion, effect of hydrocortisone on (tip), 
November, 1957, p. 126 
Biapper, URINARY 
function after vaginal hysterectomy (tip), October, 
1957, p. 146 
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BLASTOMYCOSIS 


bromoderma and, diagnostic aspects *(Chick & 
Lehan), August, 1957, p. 104 
Bioop: See also specific disorders 
erythropoesis induced by androgens (tip), August, 
1957, p. 128 
erythropoietic stimulating factor, plasma (tip), Octo- 
ber, 1957, p. 144 
CLOTTING 
control of intravascular clotting (ed), October, 1957, 
72 
effects of meals on (tip), October, 1957, p. 146 
BLoop PRESSURE 
in healthy aged (tip), November, 1957, p. 123 
TRANSFUSION 
bank blood, contamination of (tip), July, 1957, p. 110 
legal look at blood transfusions *(Cantor), August, 
1957, p. 82 
misuse of (ed), July, 1957, p. 72 
peritoneal absorption of erythrocytes (tip), 
September, 1957, p. 126 
BoneEs 
cyst, aneurysmal (tip), December, 1957, p. 117 
BRAIN 
chemistry: the nature of the mind (ed), July, 1957, 
p- 70 
damage in infancy (info pl), August, 1957, p. 122 
infarction, anticoagulants in (tip), August, 1957, 
p- 127 
Breast: See also Mastectomy, Radical 
antibodies produced by (tip), October, 1957, p. 133 
cancer, prognosis in (tip), October, 1957, p. 143 
mastitis, chronic cystic *(Lewison), October, 1957, 
p- 97 
papilloma, intraductal (tip), November, 1957, p. 126 
BririsH NATIONAL HEALTH SERVICE 
a country doctor and the National Health Service 
(Oldham), August, 1957, p. 141 
BROMIDE POISONING 
treatment, dialysis (tip), October, 1957, p. 133 
BROMODERMA 
blastomycosis and, diagnostic aspects of *(Chick & 
Lehan), August, 1957, p, 104 
BroncHoceEnic Cysts *(Katz), September, 1957, p. 97 
BRONCHUS 
adenoma (ed), November, 1957, p. 70 
carcinoma: see Lungs 
sarcoidosis of (tip), September, 1957, p. 128 
Burns 
therapy in severely burned patients (tip), July, 1957, 
p- 107 
tracheostomy in the burned patient (tip), October, 
1957, p. 142 
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Cancer: See also under organ or region affected 
mucosal carcinoma from irradiation (tip), July, 1957, 
p. 114 
ALBICANS 
infection in the newborn (tip), July, 1957, p. 111 
CarBON TETRACHLORIDE: poison at home (ed), August, 
1957, p. 71 
CARBUTAMIDE: See Diabetes Mellitus 
CarOTENEMIA (info pl), November, 1957, p. 132 
CATECHOLAMINES in mental disorders (tip), October, 
1957, p. 136 
See also Infants 
deaf-mutism and sudden death (tip), October, 1957, 
p- 136 
foot instability in childhood *(Fellhauer), October, 
1957, p. 88 
psychiatry, child, experiences in *(Berlin), July, 
1957, p. 82 
CHLORAMPHENICOL (Chloromycetin) 
use of, dangers? (info pl), July, 1957, p. 117 
CHLOROMYCETIN : See Chloramphenicol 
CHOLECYSTECTOMY: See Gallbladder 
CuristMAS CORRESPONDENCE (ed), December, 1957, 
p- 69 
CHYLOTHORAX—a complication of translumbar aorto- 
graphy (tip), December, 1957, p. 118 
CIGARETTE: See Smoking 
Cirruosis oF Liver: See Liver 
CLAUDICATION, intermittent, a note on the location of 
*(Gifford & Hurst), November, 1957, p. 89 
CLIMACTERIC, FEMALE 
menopause and myocardial infarction (tip), October, 
1957, p. 139 
Cuinic, the follow-up (ed), September, 1957, p. 72 
CLINICOPATHOLOGIC CONFERENCE, July, 1957, p. 95 
CosaLr 
erythropoietic effect of (tip), October, 1957, p. 
133 
PULMONARY 
surgery for (tip), July, 1957, p. 116 
Coton 
diverticulitis, primary resection in (tip), October, 
1957, p. 142 
injuries and wounds (tip), July, 1957, p. 107 
injuries, management of (tip), December, 1957, 
p- 118 
megacolon (Hirschsprung’s Disease) in the new- 
born (tip), July, 1957, p. 109 
perforation of the right colon, hemicolectomy in 
(tip), September, 1957, p. 123 
COMMUNIST, yesterday’s (ed), July, 1957, p. 70 
omPazINE: See Procloperazine 
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ConsuLTATION, specialty, in the family doctor’s office 
(Long), October, 1957, p. 149 

Cor PutMonate: See Heart, disease (pulmonary) 

Cornea GrarFtinG and antigens (tip), October, 1957, 
p- 135 

Coroner’s Post MorteM, it’s time for the (Ferguson), 
December, 1957, p. 132 

CorTISONE 

skin testing after (info pl), September, 1957, p. 122 

CreTINISM and mongolism (info pl), September, 1957, 
p- 122 

CYCLOSERINE toxicity (tip), August, 1957, p. 126 

Cyromecauic Inctusion Disease (tip), November, 
1957, p. 124 


Dear-MutisM and sudden death (tip), October, 1957, 
p- 136 
Dean’s MessaGe (Practical Therapeutics Series), 
(Mitchell), July, 1957, p. 98 
Deratu, sudden, deaf-mutism and (tip), October, 1957, 
p- 136 
Decisions (ed), August, 1957, p. 69 
DECOMPRESSION SICKNESS (tip), October, 1957, p. 132 
Dermatitis, recurrent (info pl), November, 1957, p. 132 
Diasetes Mettitus: See also Glycosuria 
and cholecystectomy (tip), July, 1957, p. 116 
and pituitary necrosis (tip), November, 1957, p. 126 
carbutamide, mode of action of (tip), October, 1957, 
p- 145 
glucagon, from alpha cells (ed), September, 1957, 
p- 71 
insulin-resistant, tolbutamide in (tip), November, 
1957, p. 123 
remission of (ed), December, 1957, p. 70 
pregnancy and diabetes *(Mulholland & Thornton), 
July, 1957, p. 74 
urine sugar *(Gilston), October, 1957, p. 87 
DIAGNOsIs 
self-diagnosis: syndicated rhythms (ed), July, 1957, 
p- 69 
Diamox: See Acetazoleamide 
DicIra.is 
gitalin, therapeutic ratio for (tip), August, 1957, 
p- 124 
DmanTin, gingival hyperplasia due to (tip), July, 
1957, p. 112 
Divine 
decompression sickness (tip), October, 1957, p. 132 
Doriwen: See Glutethimide 
Ducrus Arreriosus, Parent: See Heart Disease, Con- 
genital 
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Dumpinc SYNDROME 
manifestations (tip), July, 1957, p. 115 
pathogenesis (tip), December, 1957, p. 118 
D-Xy.ose Assorption Test (tip), August, 1957, p. 125 


Ecuo Virus as cause of meningitis (tip), August, 1957, 
124 
Economics 
taxes (ed), November, 1957, p. 69 
Epucation, MEDICAL 
leadership, a need for (ed), December, 1957, p. 72 
undergraduate medical education, the general prac- 
titioner and, July, 1957, p. 127 
EMPHYSEMA, PULMONARY 
effect of smoking (tip), December, 1957, p. 120 
gastroduodenal disease and cor pulmonale (tip), 
September, 1957, p. 128 
obstructive pulmonary emphysema *(Mayock), Sep- 
tember, 1957, p. 109 
EnpocarpiTIs, BACTERIAL 
subacute, treatment (tip), July, 1957, p. 116 
EnzyMeEs, SERUM: See also specific enzymes 
enzyme studies in neurologic disease (tip), October, 
1957, p. 141 
EostNopHiLia, pulmonary malignancy and (tip), Octo- 
ber, 1957, p. 141 
Epttepsy, READING (tip), November, 1957, p. 130 
EryTHeMa Inrecriosum (“‘Fifth”’ Disease) (info pl), 
August, 1957, p. 122 
EryTHEMA Noposum, manifestations of (tip), Septem- 
ber, 1957, p. 132 
ERYTHROBLASTOSIS FETALIS: See also Kernicterus 
Coombs’ test, value during pregnancy (info pl), 
October, 1957, p. 148 
EryTHRopotEsis: See Blood 
EsoPHAGUS 
disorders and pulmonary disease (tip), October, 
1957, p. 141 
esophagitis, erosive *(McHardy, McHardy & Craig- 
head), November, 1957, p. 74 
rupture, spontaneous (tip), November, 1957, p. 122 
ulcer, primary (tip), October, 1957, p. 134 
varices, bleeding (tip), October, 1957, p. 136 
Eruics, MEDICAL 
AMA code, new (Lamme), August, 1957, p. 145 
EXxaMINATION, physical, complete (info pl), September, 
1957, p. 121 


FaTIGuE, psychic (tip), October, 1957, p. 144 
Fever, See also Rheumatic Fever 
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patient with fever of unknown origin *(Michael). 
October, 1957, p. 74 
*FirrH” Disgase: See Erythema Infectiosum 
FINGERNAILS 
subungual hematoma (helpful hint) (Roseman), 
August, 1957, p. 107 
whiteness of (Hussey), August, 1957, p. 109 
Fouic Acip 
synthetic folic acid, a ten-year study of, as a nutri- 
tional supplement and therapeutic agent *(Spies, 
Lopez, Suarez, Stone), August, 1957, p. 85 
Foor, instability in childhood *(Fellhauer), October, 
1957, p. 88 
FRECKLES, removal of (info pl), October, 1957, p. 148 
FREEDOM Maniresto (Kemp), July, 1957, p. 124 
FussinG, paroxysmal in infancy (tip), December, 1957, 
p- 123 


GaLiBLappERr: See also Biliary Tract 
cholecystectomy, diabetes mellitus and (tip), July, 
1957, p. 116 
diverticula (tip), July, 1957, p. 107 
operations, anatomical variances of the cystic and 
hepatic artery *(Greene, Schumer & Greene), 
December, 1957, p. 74 
GamMaA GLOBULIN 
deficiency, immunologic paralysis (ed), September, 
1957, p. 70 
GanGRrENE: See Arteries, Peripheral 
GASTRECTOMY 
dumping syndrome (tip), July, 1957, p. 115 
hemorrhage, severe, after (tip), August, 1957, p. 123 
total, for cancer (tip), August, 1957, p. 130 
Gastric ANALysis (tip), December, 1957, p. 121 
GASTROENTEROSTOMY, effect of on gastrin (tip), Sep- 
tember, 1957, p. 130 
GENERAL PRACTICE 
A before all (ed), September, 1957, p. 73 
analysis, statistical (Brooks), November, 1957, p. 133 
consultation, specialty, in the family doctor’s office 
(Long), October, 1957, p. 149 
survey of (Henry), October, 1957, p. 157 
Survey of General Practice (North Carolina) 
as others see us (I) (ed), October, 1957, p. 70 
as others see us (II) (ed), October, 1957, p. 71 
long overdue study (ed) (Casebolt), November, 
1957, p. 72 
Grrauin: See Digitalis 
Giucacon, from alpha cells (ed), September, 1957, 
p- 71 
GLUTETHIMIDE (Doriden) PotsoninG (tip), November, 
1957, p. 130 
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GLYCOSURIA 
urine tests for sugar (info pl), August, 1957, p. 121 
Gorrer, Toxic 


how to explain to patients (Bell), September, 1957, 


uricolytic activity of uricase (tip), October, 1957, 
p- 133 
GP Quiz, July, 1957, p. 93 
Gums 
hyperplasia due to Dilantin (tip), July, 1957, p. 112 


injuries, management of *(Schwegman), July, 1957, 
p- 99 
HEART 
Disease (congenital) 
atelectasis in (tip), November, 1957, p. 124 
patent ductus arteriosus, early diagnosis (tip), 
November, 1957, p. 124 
respiratory infections in (tip), October, 1957, 
p- 139 
Disease (pulmonary), gastroduodenal disease and 
(tip), September, 1957, p. 128 
Disease (syphilitic), atrial fibrillation in (tip), No- 
vember, 1957, p. 124 
failure, chronic (info pl), December, 1957, p. 125 
failure, reason for (info pl), December, 1957, p. 125 
Operations: See also Mitral Valve 
deaths, unusual, following (tip), July, 1957, p. 108 
suspended heart syndrome (tip), October, 1957, 
p- 139 
HEMANGIOMAS, strawberry (tip), August, 1957, p. 131 
Hepartris: See Liver 
HEPATOLENTICULAR DEGENERATION (tip), July, 1957, 
p. 115 
Hernia, abdominal wall, polyvinyl sponge in repair 
(tip), November, 1957, p. 126 
Hirscuspruno’s Disease: See Colon, megacolon 
HisropLasMosis, PULMONARY 
acute (tip), September, 1957, p. 129 
chemotherapy of chronic pulmonary histoplasmosis 
(tip), November, 1957, p. 121 
Homosexuatity (tip), October, 1957, p- 132 
Hosprrats 
hospitals in the practice of medicine (ed), November, 
1957, p. 70 
house staffs, hospital (ed), August, 1957, p- 71 
JCAH requirements, change in, November, 1957, 
p. 149 
Ho~sey Srory, the (Lamme), August, 1957, p. 136 
Hy): aLazine SyNDROME (tip), October, 1957, p. 146 


GF index to Volume XVI, 1957 


HyPERPARATHYROIDISM 
pancreatitis and (tip), October, 1957, p. 140 
primary, diagnosis of (tip), August, 1957, p. 128 
HyperveNTILATION TETANY *(Bondy), October, 1957, 
p- 103 
HyPoTHERMIA 
alteration in renal function during (tip), September, 
1957, p. 124 
in hemorrhagic shock (tip), September, 1957, p. 125 
HyporuyrorpisM: See Myxedema, Cretinism 
Hypoxia, severe, prognosis after (tip), December, 1957, 
p- 122 
Hysterectomy: See Uterus 


ILerris, REGIONAL 
surgery, indications for (tip), August, 1957, p. 124 
INDUSTRIAL MEDICINE 
general practitioner in the industrial environment 
(McClellan), November, 1957, p. 143 
InFANTs: See also Children 
brain damage in infancy (info pl), August, 1957, 
p- 122 
candida albicans in the newborn (tip), July, 1957, 
p- 111 
cytomegalic inclusion disease (tip), November, 1957, 
p- 124 
fussing, paroxysmal (tip), December, 1957, p. 123 
injuries, face (tip), December, 1957, p. 120 
maxillitis, acute (tip), December, 1957, p. 119 
megacolon (Hirschsprung’s Disease) in the newborn 
(tip), July, 1957, p. 109 
myocarditis, aseptic, in the newborn (tip), Septem- 
1957, p. 126 
staphylococci in the newborn (ed), November, 1957, 
p- 71 
Inrectious Disgases, steroids in (tip), October, 1957, 
p. 138 
INFLUENZA 
diagnosis of (info pl), October, 1957, p. 147 
influenza, 1957 (ed), August, 1957, p. 69 
preparations for an epidemic (ed), October, 1957, 
p- 69 
virus, a new test for (tip), December, 1957, p. 116 
INHALATION THERAPY (ed), December, 1957, p. 69 
Ingurtgs, face, in infancy (tip), December, 1957, p. 120 
INsuRIES, SPORTS 
acute ligament injuries in athletes, prevention and 
treatment *(O’Donoghue), August, 1957, p. 75 
athletes, medical care for (ed), August, 1957, p. 70 
InsuRANCE, HEALTH 
extent of coverage in the United States, November, 


1957, p. 148 
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p- 96 
Gout 


INTERNS: See Hospitals, House Staffs 
INTUSSUSCEPTION 
treatment, results of (tip), August, 1957, p. 126 


Jaunpice, obstructive, relationship of adrenal function 
(tip), December, 1957, p. 124 


Kernicrervs *(Dobin & Kochanski), September, 1957, 
p- 86 
KIDNEYS 
calculi, acetazoleamide and (tip), November, 1957, 
p- 125 
nephropathy, neurogenic (tip), August, 1957, p. 130 
renal failure, acute *(Bluemle), August, 1957, p. 111 


L 


LABORATORY TESTS 
“Lab Report” 
do-it-yourself (ed), September, 1957, p. 71 
urine specific gravity *(Gilston) , September, 1957, 
p- 85 
LEUKEMIAS 
antileukemic effect of reserpine (tip), July, 1957, 
p- 114 
danger of (tip), September, 1957, p. 126 
LEUKORRHEA, treatment of *(McElroy), November, 
1957, p. 114 
Lire, the origin of (ed), September, 1957, p. 72 
Liver: See also Jaundice 
carcinoma, primary (tip), July, 1957, p. 111 
cirrhosis, causes of death in (tip), December, 1957, 
p- 117 
hepatitis, acute, cortisone therapy in (tip), Decem- 
ber, 1957, p. 117 
hepatitis, infectious, outbreak of (tip), November, 
1957, p. 127 
hepatitis, infectious, problems of (info pl), July, 
1957, p. 118 | 
lobe, accessory, intrathoracic (tip), September, 1957, 
p- 130 
Lireracy—the forgotten factor in modern diagnosis 
and therapy *(Casser), November, 1957, p. 101 
Luncs 
abscess, tularemic (tip), November, 1957, p. 127 
atelectasis in congenital heart disease (tip), Novem- 
ber, 1957, p. 124 
atelectasis, linear *(Katz), August, 1957, p. 108 
cancer, mortality statistics by sex (tip), September, 
1957, p. 127 
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carcinoma, bronchial, arising in a lung cyst (tip). 
November, 1957, p. 121 
cysts, bronchogenic *(Katz), September, 1957, p. ‘7 
foreign bodies in, asthma due to (tip), Septembc;. 
1957, p. 125 
function studies (tip), December, 1957, p. 124 
intralobar bronchopulmonary sequestration *(Katz). 
October, 1957, p. 112 
lobes, accessory *(Katz), December, 1957, p. 85 
malignancy and eosinophilia (tip), October, 1957, 
p. 141 
Lupus ErytHematosus Dissemmnatus: See also Hy- 
dralazine Syndrome 
L. E. phenomenon, mechanism of ( tip), November, 
1957, p. 127 
LyMPHEDEMA after radical mastectomy (tip), December, 
1957, p. 123 


MARRIAGE 
marriage counseling, the part of the physician in 
(ed) (Frenkil), August, 1957, p. 73 
Mastectomy, radical, lymphedema after (tip), Decem- 
ber, 1957, p. 123 
Mastitis: See Breast 
MAXILLITIS, acute, of infancy (tip), December, 1957, 
p- 119 
MECAMYLAMINE, psychosis presumably due to (tip), 
August, 1957, p. 128 
MEDICAL JURISPRUDENCE 
admissions: a professional liability pitfall (Cahal), 
December, 1957, p. 127 
MENINGITIS 
coxsackie B (tip), September, 1957, p. 132 
ECHO virus as cause (tip), August, 1957, p. 124 
neonatal, purulent (tip), August, 1957, p. 130 
unexplained (info pl), December, 1957, p. 126 
MENINGITIS, TUBERCULOUS, air studies in (tip), October, 
1957, p. 140 
MENopaUsE: See Climacteric 
MENTAL DisorDERS 
agitated senile patient, treatment with promazine 
*(Settel), October, 1957, p. 107 
catecholamines in (tip), October, 1957, p. 136 
child psychiatry, experiences in *(Berlin), July, 
1957, p. 82 
drug therapies, psychiatric progress and problems 
of *(Fischer), September, 1957, p. 92 
general practitioner, the: powerful ally against 
mental illness (Gorman), September, 1957, p. 142 
program, mental health, for a State Chapter (Booher), 
September, 1957, p. 147 
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psychosis presumably due to mecamylamine (tip), 
August, 1957, p. 128 
some aspects of psychiatry in general practice 
*(Hyman), October, 1957, p. 83 
suicide in young people (tip), October, 1957, p. 146 
MiGRAINE, treatment of (info pl) , November, 1957, p. 131 
Min, the nature of the (ed), July, 1957, p. 70 
MrrraL VALVE 
stenosis, indications for valvuloplasty (tip), Septem- 
ber, 1957, p. 129 
MoNGOLIsM, cretinism and (info pl), September, 1957, 
p. 122 
MononucLeosis, INFECTIOUS 
splenic rupture in (tip), December, 1957, p. 116 
MULTIPLE SCLEROSIS, treatment of (tip), August, 1957, 
p. 126 
MUSCLES 
cramps: causes and treatment (info pl), August, 
1957, p. 121 
MUSCULOSKELETAL DtsorDeERs, therapeutic advantages 
of intermittent traction *(Bettmann), November, 
1957, p. 84 
MyocarDI1AL INFARCTION: See Arteries, Coronary 
Myocarpiris, AsEPTic, in the newborn (tip), Septem- 
ber, 1957, p. 126 
MyxepeMa: See also Cretinism 
anemia in (info pl), September, 1957, p. 122 
following iodine usage (tip), July, 1957, p. 112 
myxedema and “hypoBMRism” (ed) (Kyle), Octo- 
ber, 1957, p. 73 


NECK, injuries, whiplash *(Barnett & Moss), October, 
1957, p. 122 
NEUROLOGY 
neurologic diagnoses most commonly missed *(War- 
tenberg), October, 1957, p. 93 
neurologic disease, enzyme studies in (tip), October, 
1957, p. 141 
Nevroma, Piantar Dicrrat (tip), December, 1957, 
p- 124 
Nervi, palmar and plantar (tip), October, 1957, p. 142 
Nrrrocen DioxipE: See Pneumonia, Nitrogen Dioxide 
Nocarptosis (tip), July, 1957, p. 108 


Onestry 


cardiorespiratory syndrome in (tip), November, 
1957, p. 130 
Opsrerrics: See also Pregnancy 
staphylococcal disease in (tip), October, 1957, p. 143 
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Op AGE 
a man is as old . . . (ed), September, 1957, p. 69 
agitated senile patient, treatment with promazine 
*(Settel), October, 1957, p. 107 
surgery, gastric, in elderly patients (tip), September, 
1957, p. 125 
OrtHopepics: See Musculoskeletal Disorders 
OsTEOARTHRITIS, clinical management of *(Brown), 
December, 1957, p. 98 
OxyGEN, air and blood *(Rose), December, 1957, p 83. 


PANCREATITIS 
and hyperparathyroidism (tip), October, 1957, 
p. 140 
chronic, pancreaticojejunostomy for (tip), October, 
1957, p. 144 
ParRaTHYROID GLANDs: See Hyperparathyroidism 
PARTNERSHIP PRACTICE, a guide to (Cahal and Lamme), 
October, 1957, p. 153 
Patients, How To ExPLain TO 
about obesity (Segal), November, 1957, p. 106 
about treatment of high blood pressure (Weil), 
November, 1957, p. 100 
cancer, operation for *(Bell), October, 1957, p. 92 
esophageal obstruction (Benedict), November, 1957, 
p- 88 
exophthalmic goiter (Bell), September, 1957, p. 96 
selling psychotherapy; a word picture technique 
(Baron), August, 1957, p. 102 
Petvic Disease (info pl), August, 1957, 
p- 122 
PENICILLIN 
reactions, prevention (info'pl), July, 1957, p. 117 
PepsinoGeN, Urinary, ACTH and (tip), November, 
1957, p. 128 
Peptic ULCER 
aggravation of by stress (info pl), August, 1957, 
p- 122 
bleeding, surgical treatment of (tip), October, 1957, 
p. 135 
gastroduodenal disease and cor pulmonale (tip), 
September, 1957, p. 128 
perforation, simple closure (tip), December, 1957, 
p- 123 
steroid-induced (tip), September, 1957, p. 130 
PERICARDIAL Biopsy (tip), September, 1957, p. 123 
PERSONALITIES (in the Medical News) 
Blasingame, F. J. L., September, 1957, p. 34 
Bovet, Daniel, December, 1957, p. 35 
Brown, Francis C., July, 1957, p. 34 
Clark, Cecil W., September, 1957, p. 35 
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Diehl, Harold S., October, 1957, p. 34 
Dvali, Leonid G., November, 1957, p. 34 
Gundersen, Gunnar, July, 1957, p. 34 
Hess, Elmer, October, 1957, p. 35 
Ichelson, Rose, August, 1957, p. 34 
Lull, George F., September, 1957, p. 34 
McArthur, Charles E., August, 1957, p. 35 
Parran, Thomas, November, 1957, p. 34 
Porterfield, John D., December, 1957, p. 34 
Scheele, Leonard A., December, 1957, p. 34 
Simons, David G., November, 1957, p. 35 
Spies, Tom D., July, 1957, p. 35 
Viscardi, Henry, Jr., August, 1957, p. 34 
Wilkins, Robert W., October, 1957, p. 34 
PHEOCHROMOCYTOMA, diagnosis of (tip), August, 1957, 
p- 129 
Picrures, diagnosis by (ed), October, 1957, p. 72 
Prrurrary GLAND 
necrosis, diabetic and (tip), November, 1957, p. 126 
PLants, Potsonous (tip), August, 1957, p. 132 
Piastic SURGERY: See Surgery 
PLEURAL Errusion 
interlobar pleurai effusion *(Katz), July, 1957, p. 92 
PNEUMONIA, FRIEDLANDER’S (tip), August, 1957, p. 132 
Pneumonia, NirroGEN Dioxtne: a recently discovered 
malady in silo-fillers *(Grayson), November, 1957, 
p- 90 
PNEUMOPERITONEUM, postoperative (tip), September, 
1957, p. 124 
PolsoninGs: See also under specific agents 
plants, poisonous (tip), August, 1957, p. 132 
POLIOMYELITIS 
hypercalciuria, control of (tip), August, 1957, p. 130 
hypercalciuria following (tip), October, 1957, p. 145 
transplacental (tip), November, 1957, p. 128 
vaccine, allergy to (tip), September, 1957, p. 126 
PRACTICE 
hospitals in the practice of medicine (ed), Novem- 
ber, 1957, p. 70 
letters to patients: three-cent investments (Lamme), 
December, 1957, p. 129 
partial specialists (ed), November, 1957, p. 71 
PREGNANCY: See also Obstetrics 
amniocentesis, transabdominal (tip), December, 
1957, p. 122 
Coombs’ test, value of (info pl), October, 1957, p. 
148 
diabetes, pregnancy and *(Mulholland & Thornton), 
July, 1957, p. 74 
hypertensive states, therapy from the internist’s 
standpoint *(Finnerty & Buchholz), December, 
1957, p. 86 
PROCLOPERAZINE, antiemetic properties of (tip), No- 
vember, 1957, p. 126 
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Prostate GLAND 
carcinoma, treatment of (tip), November, 1957. 
p- 122 
Psyculatry: See Mental Disorders 
Puts, VENous (tip), November, 1957, p. 129 
Putsetess Disease (tip), August, 1957, p. 132 


QUINIDINE 
dangers of (tip), September, 1957, p. 132 
uses of (tip), July, 1957, p. 109 


RapDIATION INJURIES 
carcinoma, mucosal, from irradiation (tip), July, 
1957, p. 114 
leukemia, danger of (tip), September, 1957, p. 126 
protection (ed), December, 1957, p. 70 
protection against x-rays (tip), November, 1957, 
p- 125 
RADIATION SICKNESS 
control of (tip), August, 1957, p. 131 
protection, chemical, against x-radiation (tip), 
October, 1957, p. 134 
READING Epitepsy (tip), November, 1957, p. 130 
REHABILITATION 
physician’s duty, the (ed), August, 1957, p. 72 
Renat Faure: See Kidneys 
RESERPINE 
antileukemic effect of (tip), July, 1957, p. 114 
influence on gastric secretion (tip), September, 
1957, p. 128 
RHEUMATIC FEVER 
climate and (tip), September, 1957, p. 127 
RuyreuMs IN Lire (ed), August, 1957, p. 73 


Ss 
SARCOIDOSIS 
bronchial involvement in (tip), September, 1957, 
p- 128 
of central nervous system (tip), November, 1957, 
p- 125 
ScaLeNnE Nope Biopsy, routine (tip), December, 1957, 
p. 119 


SEMEN, hormones in (info pl), October, 1957, p. 148 
SEROTONIN and anaph;laxis (tip), July, 1957, p. 115 
ExciTaTIon, premenstrual (info pl), November, 
1957, p. 131 
SHOCK 
as presenting symptom, October, 1957, p. 96 
bacterial (tip), October, 1957, p. 138 
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hemorrhagic, hypothermia in (tip), September, 1957, 
p- 125 
surgical shock, treatment, current and prophylactic 
*(Lundy), September, 1957, p. 74 
Disgase”’: See Pneumonia, Nitrogen 
Dioxide 
Skin: See also under specific disorders 
nodules, tender (info pl), October, 1957, p. 147 
Skin TesTING after cortisone (info pl), September, 
1957, p. 122 
Smoc (ed), November, 1957, p. 72 
SMOKING 
effects of on emphysema (tip), December, 1957, 
p- 120 
more about smoking (ed), September, 1957, p. 69 
vasoconstrictor effects of tobacco (tip), July, 1957, 
p- 113 
SociaL SECURITY 
physicians stand alone, October, 1957, p. 161 
problems of (ed), October, 1957, p. 69 
SpHEROCYTOSIS, HEREDITARY: See Anemia, Hemolytic 
SPECIALIZATION 
partial specialists (ed), November, 1957, p. 71 
SPINE, spondylosis of (tip), August, 1957, p. 126 
SPLEEN 
agenesis of (tip), December, 1957, p. 121 
metastases to (tip), November, 1957, p. 128 
rupture in infectious mononucleosis (tip), Decem- 


ber, 1957, p. 116 


STANDARD NOMENCLATURE in a general practitioner’s: 


office *(Baron), October, 1957, p. 111 
STAPHYLOCOCCI 
disease in obstetrics (tip), October, 1957, p. 143 
in the newborn (ed), November, 1957, p. 71 
resistance, combined antibiotics and (tip), Septem- 
ber, 1957, p. 128 
Sreromps, ADRENAL: See Adrenal Glands 
STOMACH 
cancer, extended total gastrectomy for (tip), August, 
1957, p. 130 
secretion, gastric, reserpine and (tip), September, 
1957, p. 128 
surgery, gastric, in elderly patients (tip), September, 
1957, p. 125 
STREPTOCOCCAL INFECTION 
prevention of (tip), August, 1957, p. 127 
treatment, novobiocin (tip), October, 1957, p. 138 
SubaRACHNOID HEMORRHAGE, treatment (info pl), De- 
cember, 1957, p. 126 
SvIcIDE in young people (tip), October, 1957, p. 146 
StrGERy: See also under specific diseases, organs and 
operations 
ostoperative abdominal muscle spasm (tip), Sep- 
tember, 1957, p. 129 
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plastic surgery—some general principles *(Lamont), 
July, 1957, p. 89 
Surcery, Carpiac: See Heart 
SYPHILIS 
serologic test, positive, significance of *(Beerman), 
September, 1957, p. 79 


T 


TesTicLes, undescended, treatment (info pl), Decem- 
ber, 1957, p. 125 
Tetanus, prophylaxis (info pl), July, 1957, p. 117 
Terany, hyperventilation *(Bondy), October, 1957, p. 
103 
TETRACYCLINE, magnesium and (tip), December, 1957, 
p- 124 
TETRACYCLINE PHOSPHATE (tip), August, 1957, p. 152 
TurusH: See Candida Albicans 
Tuyroiw Gianp: See also Goiter 
cancer, fallacy of neck dissection in (tip), August, 
1957, p. 128 
nodules in the thyroid (ed), July, 1957, p. 69 
nodules, treatment of *(Crile), July, 1957, p. 78 
Tosacco: See Smoking 
See Diabetes Mellitus 
TRACHEA 
stenosis, subglottal (tip), August, 1957, p. 123 
TRANSAMINASE, SERUM: See also Enzymes, Serum levels 
(tip), December, 1957, p. 123 
value of determination (tip), October, 1957, p. 140 
Transrusions: See Blood Transfusion 
‘TUBERCULOSIS 
acid-fast bacilli (tip), July, 1957, p. 110 
genitourinary transmission of (tip), August, 1957, p. 
131 
in BCG-vaccinated nurses (tip), November, 1957, p. 
130 
meningitis, tuberculous, in adults (tip), July, 1957, 
p- 111 
pleurisy, chemotherapy in (tip), July, 1957, p. 112 
tuberculin testing at home (tip), November, 1957, p. 
129 
TUBERCULOSIS, PULMONARY 
activation of from prednisone (tip), November, 1957, 
p- 128 
in hospital employees (tip), December, 1957, p. 118 
physical activity in (tip), August, 1957, p. 123 
treatment, nonhospital chemotherapy (tip), Sep- 
tember, 1957, p. 123 
upper-lobe tuberculosis, localization of (tip), No- 
vember, 1957, p. 121 
Turaremic Lune Asscess (tip), November, 1957, p. 127 
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Umaiuicat Corp, hemostasis of *(Hamilton), October, 
1957, p. 102 
Uncie 
advice for parents (ed), August, 1957, p. 73 
and the general surgeon’s plight (ed), November, 
1957, p. 72 
on Lindbergh’s feat (ed), September, 1957, p. 73 
Ureruritis, senile, in women (tip), November, 1957, 
p- 122 
Uricasg, uricolytic activity of (tip), October, 1957, p. 
133 
Uropepsin MEASUREMENT (tip), July, 1957, p. 114 
Urticaria, recurrent (info pl), November, 1957, p. 132 
Urerine Cervix 
cancer, end-of-treatment biopsies (tip), July, 1957, 
p- 112 
Urerus 
cancer, cytologic diagnosis of (ed), July, 1957, p. 72 
hysterectomy, vaginal, bladder function after (tip), 
October, 1957, p. 146 
procidentia of (tip), November, 1957, p. 122 
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Vatsatva Maneuver, the *(Rose), July, 1957, p. S0 

VENTRICULAR FIBRILLATION, magnesium and (tip), 
December, 1957, p. 121 

ViraMiN By doses of (info pl), December, 1957, p. 126 


Wuirtasu Insurtes *(Barnett & Moss), October, 1957, 
p- 122 
Wuo’s Wuat anp Wuy? (ed), December, 1957, p. 72 
Wuson’s Disgase: See Hepatolenticular Degeneration 
Wounps: See Burns and under specific organs 
Wounps, SuRGICAL 
infections, prevention of (ed), July, 1957, p. 71 


X-Ray Fis, artefacts *(Katz), December, 1957, p. 96 
X-Rays: See Radiation 
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TACE 


(chlorotrianisene) 


for 
menopausal 


relief with one 
course 


Symptomatic relief is seen promptly’ after initial therapy begins. Months'* 
of “striking”* menopausal relief results in most cases after a single 30-day 
course of TACE therapy. Because TACE is uniquely stored in body fat’... 
the menopause is smoother...the important “feeling of well-being”** is 
restored ...symptoms recur less frequently than with other estrogens.’* There 
is less withdrawal bleeding with Tace.’* Dosage: 2 caps. daily for thirty days. 
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MEMO FROM THE PUBLISHER 


WELL, this has been a year! 

It’s been, above all, a year of science, 1957. We 
started it out as the International Geophysical Year, 
sending our scientists and explorers deep into the 
Antarctic to investigate that wasteland and bring back 
knowledge useful to man’s expanding horizons. 

A little later on, some inquisitive researchers an- 
nounced the demise of a law (parity). For the third 
season, we used polio vaccine and saw that dread dis- 
ease decline 80 per cent here in the United States. This 
was the year they changed the heredity of ducks by in- 
jection . . . and that a man soared 102,000 feet straight 
up in a balloon. It’s been a year to remember for tran- 
quilizers . . . and Asian flu. 

But, most of all, it’s been the Year of the Satellite, 
the year that saw the start of the conquest of outer 
space, with man finally loosing his feet from earth- 
bound shackles and taking off into the universe for an 
era of wider exploration than he has ever dreamed of 
before in his endless quest for ultimate Truth. 

But, no matter what else changes, here on earth a 
season remains forever the same. That is Christmas, of 
course, with its changeless message of joy and love and 
hope. Western man will take off into the remote upper 
atmosphere with one distinct and unscientific advan- 
tage—the assurance of his subjection to the Supreme 
Being who gave us, long ago, the beauty and comfort 
of the Christmas symbolism. Exulting in that, his 
spirit has always been aloft. 

May your Christmas, in this first season of enor- 
mously enlarged vistas, be the happiest and most hope- 
ful ever. That is our Christmas wish for you, and it 
carries, as well, our thanks for what you have done to 
make our personal and microcosmic 1957 memorable. 
We hope that 1958 will bring us all new challenge, new 
progress, new beauty and truth, coupled with an 
ancient peace and an old contentment. 


M.F.C, 


44 
A 
: 
% 


NEW! DIP-AND-READ TEST FOR KETONURIA 


KETOSTIX 


TRADEMARK 


simplified, 1-minute test for ketonuria Reagent Strips 


KETOSTIX now makes it practical to test for ketonuria in 
every patient...enables closer control of diabetics and safer 
changeover to oral antidiabetic therapy 


SIMPLE merely dip test end of strip—or otherwise moisten 
with urine 
swirt asharp color change reveals ketone bodies in seconds 


STANDARDIZED a graded color chart permits easy matching ‘a ia 
of color reaction for reliable estimation 


SENSITIVE greater relative sensitivity to acetoacetic acid— " 


the more reactive ketone 


supplied: Bottles of 90 KeTostix Reagent Strips— No. 2391 


/\) AMES COMPANY, INC ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 
42157 
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OPHTHALMIC OIL 


SUSPENSION 1% 


TETRACYCLINE 


bland soothing drops unsurpassed in antibiotic efficacy 
@ floods tissues quickly, evenly @ Therapeutic: the true broad-spectrum action 
e@ compatible with ocular tissues and fluids of ACHROMYCIN, promptly effective in a wide 


e eliminates cross contamination variety of common eye infections 


e Prophylactic: following removal of foreign 


e easily self-administered 
bodies; minor eye injuries 


supplied: 
4 cc. plastic squeeze, dropper bottle containing e Stable, no refrigeration needed: retains full 
AcHromyYcIN Tetracycline HCl (1%) 10.0 mg., potency for 2 years 

suspended in sesame oil. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK E Lederte ) 
“Reg. U.S. Pat. Off. 
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SP eads In a wink! 


stops nausea and vomiting— 


mild and severe— 


from virtually any cause 


Compazine 


tablets, ampuls, Spansulet capsules 
Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F.  +T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.KF 
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LIVER, 
B-COMPLEX, 
IRON 

of course 


but more!... 


SAFE AMOUNTS OF COBALT 
AND EXTRA VITAMIN Biz 


. .. because Cobalt is the nucleus of the B,. molecule — must be present 
for intestinal bacterial flora to produce B,, — is a proven effective catalyst 
for increasing Hb content and formation of erythrocytes. And, Cobalt 

in the recommended Li-Betaron dosage is safe, even for infants. 


. .. because Li-Betaron provides immediately-usable B,,. until normal 
intestinal synthesis can be stimulated by Cobalt. 


DOSAGE 
ADULTS — 1 tablespoonful twice daily after 
meals. 


6 to 12 years — 1 or 2 teaspoonfuls twice daily 
after meals. 


1 to 6 years — 12 to 1 teaspoonful twice daily 
after meals. 


ae 10 to 20 drops (5 to 10 minims) in 
milk, 


SUPPLIED— In pint and gallon bottles. 


EACH 30cc CONTAINS 


Vitamin Bi2 Crystalline 25 mcg. 
Elemental Cobalt (as Cobalt Chloride) 1.5 mg. 
Liver Concentrate 1 Gm, 
Ferric Ammonium Citrate . 

(10 MDR) (Iron 100 mg.) 572 mg. 
Panthenol 5 mg. 
Thiamine HCI (18 MDR) 18 mg. 
Riboflavin (3 MDR) 6 mg. 
Nicotinamide 60 mg. 
Pyridoxine HCI 2 mg. 


In pernicious anemia, Li-Betaron Elixir is recommended only as a 
supplement to parenteral use of Liver Injection USP, or equivalent. 


THE WARREN-TEED PRODUCTS COMPANY 


COLUMBUS 8, OHIO 


Dallas Chattanooga los Angeles 


Portland 
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early’ 


“stand-by” 


SIMILA 


as the 


compatible 


supplement 


> 
Cran? 


ROSS LABORATORIES, 
Columbus 16, Ohio 


Cc 


Feeling at home 


During the first days at home with her new baby, 
the mother may find her milk supply is low, from 
excitement and nervousness in the face of read- 
justments she must make at home. You can reas- 
sure her that Similac is closely equivalent to her 
own milk, and that breast feedings and Similac 
feedings are compatibly alternated. 


A natural compatible supplement 

Similac provides a natural and logical supplement 
to breast milk. Physiologic levels of essential fatty 
acids, protein and carbohydrate in the same bal- 
anced proportion as in breast milk, plus all known 
essential vitamins are provided in the formula. 


With the reassurance that her infant will not want 
for good nutrition, the breast-feeding mother may 
feel more confident and at ease in the early feed- 
ing situation. The tensions of readjustment may 
be more easily and confidently met with reliance 
on Similac for the “stand-by” bottle. This reassur- 
ance even may help her nurse the baby longer. 


Compatible infant feeding . . . 
breast feeding and Similac 
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>roblem-eaters, the underweight, and generally below- 


patients of all ages respond to INCREMIN. 


INCREMIN offers I-Lysine for protein utilization, and-es- 
ntial vitamins noted for outstanding ability tostimulate 


ppetite, overcome anorexia. 


Specify INCREMIN in either Drops (cherry flavor) © 
Tablets (carame! flavor). Same formula. Tablets, hight 
nalatable, may be orally dissolved, chewed, or swallowed. 
Drops, delicious, may be mixed with milk, milk formula, 
or other liquid; offered in 15 cc. polyethylene dropper 
rottle, 


ach INCREMIN Tablet 
or each ce, of INCREMIN Drops contains: 


i-Lysine 300 mg. Pyridoxine (Bg) 5 me 
in Bis 25 mcgm, Drops comtain 1% 


10 mg. 
Reg, Pet, OF. 


Dosage only 1 INCREMIN TABLET Or 10-20°INCREMIN: 


ops daily. 


LEDERLE LABORATORIES. 


AwERicAN CYANAMID COMPANY 
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Just 1 Engran daily helps 
to assure a nutritionally 
perfect pregnancy 


Engran tablets are + small 
easily swallowed * money saving 


Each capsule-shaped Engran tablet supplies: 
Vitamin A 
Vitamin D 
Vitamin K (as menadione) 
Thiamine mononitrate 
now eee Riboflavin 


Pyridoxine HCI 
term insurance Vitamin By. Activity concentrate 


for your patients oe 


Calcium pantothenate 

ENGRAN Ascorbic acid ....... A. 

Calcium, elemental (as calcium carbonate, 375 mg.) ...... mg. 

ENGRAN Term-Pak Iron, elemental (as ferrous sulfate exsic., 33.6 mg.) .... 10mg. 
TERM-PAK a lodine, elemental (as potassium iodide, 0.2 Mg.) .........-- 0.15 mg. 


Potassium (as the sulfate) 


fullterm...ina / 
reusable jar—plus a 


convenient purse- 


size tablet dispenser 


Squibb Quality—the Priceless Ingredient 


*ENGRAN’® 1S A SQUIBB TRADEMARK 
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NOLUDAR’ "Roche' 


methyprylon 


At bedtime or for pre-dawn insomnia 


* Non-barbiturate, non-habit forming 
e No morning mental haze 


a ringing telephone or alarm clock 
easily rouses the patient 


at any time during sleep. 
e Broad safety margin 


The physician's personal hypnotic 


_Noludar is advantageous when it is 


necessary to answer the telephone 


or go-on a-eall at night. 


DOSAGE: 


two 200 mg tablets gently but firmly 
put the confirmed insomniac to sleep. 


one 200 mg tablet lulls the geriatric 
or pediatric patient to sleep. 


one 50 mg tablet t.i.d. provides 


daytime—_sedation 


Roche Laboratories 


Nutley 10, New Jersey 
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CATHOZOLE is a trademark of Merck & Co., Inc. 
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NOW 
a bactericidal 


urinary 
antiseptic 


Antibacterial spectrum: 'CATHOZOLE' Is 
bactericidal and has an exceptionally broad 
antibacterial spectrum. itis highly effective 
against the most frequent and even against 
some of the most stubborn urinary tract 
infections (E. co/i, P. vulgaris, pseudomonas 
and staphylococcus). 

Speed of action: Pain, frequency, burning 
and irritation usually subside within 24 
hours. 

Urinary tract concentration: Achieves ef- 
fective levels, higher than those attained 
with any other urinary tract antiseptic. 
Solubility: Highest solubility and /owest acety- 
lation of any available urinary tract anti- 
septic. Less hazard of crystalluria. 
Tolerance: Oral dosage forms well toler- 
ated. Relatively rare side effects. 
indications: Acute and chronic, uncomplicated 
and resistant urinary tract infection in young and 


old. No cross resistance with other urinary tract 
antiseptics. 

Supplied: Tablets 'CATHOZOLE'—in bottles of 24 
and 100 tablets, each containing 125 mg. 'Catho- 
mycin' Novobiocin (as sodium novobiocin) and375 
mg. sulfamethyithiadiazole. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 
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For the common cold... 


symptom symptom 
and prevention sequelae 


To check symptoms, to curb bacterial complications, 
prescribe PEN- VEE-Cidin for its multiple benefits. 

It exerts antibacterial, analgesic, antipyretic, 
antihistaminic, sedative, and mild 

mood-stimulating actions. 


THE ONLY PREPARATION FOR SYMPTOMATIC RELIEF 
OF THE COMMON COLD TO CONTAIN PENICILLIN V! 


Supplied: Capsules, bottles of 36. Each capsule contains 62.5 
mg. (100,000 units) of penicillin V, 194 mg. of salicylamide, 
6.25 mg. of promethazine hydrochloride, 130 mg. of phenacetin, 
and 3 mg. of mephentermine sulfate. 


Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate 


Wyeth 


® 
Philadelphia 1, Pa. 
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Brighten 
the day 


overcome 


depression, fatigue, lethargy 


improve 


spirits and performance 


with . 
iT n 
hydrochloride 
(methylphenidate hydrochloride CIBA) 


...new mild smooth-acting antide- 
pressant and stimulant, chemically 
unrelated to the amphetamines. 


- Ritalin brightens outlook and 
renews vigor—overcomes drug seda- 
tive effects—often improves behav- 
ior in the elderly. In-most cases, 
Ritalin does not overstimulate, has 
little or no effect on appetite, blood 
pressure or pulse rate. 
AVERAGE DOSAGE: 10 mg. b.i.d. or t.i.d. 


SUPPLIED: Tablets, 5 mg. (yellow), 10 mg. 
(light blue), 20 mg. (peach-colored) 


INDICATIONS: 


- the depressed 

the psychically fatigued 
the apathetic 

the oversedated 

the moody 


SUMMIT, N.J. 


2/2419 
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YOU CAN TURN OFF THE COUGH | 
A SINGLE DOSE GIVES | 
INGLE 
8-12 HOUR CONTROL 
bing, daytime distracting, 
less coughs without interfering 
‘ with the protective cough mech- ? 
| tions 2.34demonstrate its wide 
( field of usefulness in ages rang- 
w Chan, Y. T. and Hays, E.E., The 
erican Journal of the dical Sci- 
ences, August 1957; (2) Townsend, _ 
E. H., Jr., In Press; (3) WeismilleryF., In 
| Press; (4) Cass, Leo'J. aud Frederik, 
§ mg. Dihydrocodeinone as a resin complex 5 mg. Dihydrocodeinone as a resincomplex 
10mg. aresin complex mg. Phenyltoloxamine as a resin complex 
RASENBURGH 
SH CO., ROCHESTER, N.Y, USA. 


your patients 


nutritionally 


_ of water-soluble vitamins B and C 


| 
| | 
‘dietary restrictions 


optimum response 


in corticosteroid therapy with 


PARACORT 


PREDNISONE, PARKE-DAVIS 


PARACORTOL 


PREDNISOLONE, PARKE-DAVIS 


supplied: PARACORT and 
PARACORTOL are available 
as 5-mg. and 2.5-mg. 
scored tablets; bottles 

of 30 and 100. 


THREE TO FIVE TIMES THE ACTIVITY OF CORTISONE OR HYDROCORTISONE 


*TRADE MARK 


2 2 PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 
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Whenever tetracycline | | 


recommends 


NOW ...for the first time in tetracycline history! 


LABORATORIES INC 
SYRACUSE NEW YORK 
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24-hour blood levels 


on a SINGLE intramuscular dose, 
in minimal injection volume 


This achievement is made possible by the unique solubility of TETREX (tetracycline 
phosphate complex), which permits more antibiotic to be incorporated in less volume 
of diluent. Clinical studies have shown that injections are well tolerated, with no more 
pain on injection than with previous, less concentrated formulations. 


TeTREX Intramuscular ‘250’ can be reconstituted for injection by adding 1.6 cc. of 
sterile distilled water or normal saline, to make a total injection volume of 2.0 cc. 
When the entire 250 mg. are to be injected, and minimal volume is desired, as little as 


1.0 cc. of diluent need be used. (Full instructions for administration and dosage for 
adults and children, accompany packaged vial.) 


Each one-dose vial of TETREX Intramuscular ‘250’ contains: 


TETREX (tetracycline phosphate complex) (tetracycline HCI activity).......... 250 mg. 
Xylocaine* hydrochloride 


plus ascorbic acid 300 mg. and magnesium chloride 46 mg. as buffering agents. 
*® of Astra Pharm. Prod. Inc. for lidocaine 


SUPPLY: Single-dose vials containing TETREXx — tetracycline phosphate complex — each 
equivalent to 250 mg. tetracycline HCI activity. Also available in 100-mg. single-dose vials. 


OL LABORATORIES INC., S 


YRACUSE, NEW YORK 
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ORI 


eA single, pure drug (not a mixture) 
e High tetracycline blood levels 
Clinically “sodium-free” 

e Equally effective, b.i.d. or q.id. 


e Exceptionally free from adverse reactions 


e Dosage forms for every therapeutic need 


vaclinical consideration re d 
GINAL TETRACYCLINE PHOSPHATE COMPLEX 
faster, more cert trol of infecti 
— ’ rtain control of infection 
our prescript H leadi 


“Frank! We really missed you! ” 


You recall Frank... just a while ago suspicious and resentful of 

his associates . . . convinced they were all against him. Gradually he became 
trigger-sensitive to criticism, incensed over his wife’s supposed infidelity, 
full of hypochondriacal complaints and fears. Because of this 

alarming personality change, Pacatal was instituted: 25 mg. t.i.d. 

Pacatal therapy saved this executive from an imminent breakdown. 


For patients on the brink 
of serious psychoses, Pacatal provides more 
than tranquilization. Pacatal has a “normalizing” 
action; i.e., patients think and respond emotionally 
in a more normal manner. To the self-absorbed 
patient, Pacatal restores the warmth of human fellowship... 
brings order and clarity to muddled thoughts... helps 

querulous older people return to the circle of family and friends. 


Pacatal, in contrast to many phenothiazine compounds 
and other tranquilizers, does not “flatten” 

the patient. Rather, he remains alert and more responsive 
to your counselling. But, like all phenothiazines, Pacatal 
should not be used for the minor worries of everyday life. 


Pacatal has shown fewer side effects than the earlier drugs; 
its major benefits far outweigh occasional transitory reactions. 
Complete dosage instructions (available on request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 
Also available in 2 cc. ampuls (25 mg./cc.) for parenteral use. 


back from the brink with 


 Pacatal 


Brand of mepazine 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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PERSONALITIES 


IN THE MEDICAL NEWS 


John D. Porterfield, M.D. 
A New Appointment 


Joun D. PorrerFieLp, M.D. is the newly appointed Deputy Surgeon 
General of the USPHS. A member of the service for 18 years, Dr. 
Porterfield took part in the early development of the Research Grants 
program at the National Institutes of Health. Granted a leave of 
absence in 1947 to become director of the Ohio State Health Depart- 
ment, he also served as director of the Ohio Department of Mental 
Hygiene and Correction before his recall to active duty at PHS head- 
quarters. Dr. Porterfield is a fellow of the American Public Health 
Association and has been chairman of its Health Officer’s section, of 
the Mental Health section, of the editorial board of the American 
Journal of Public Health and is currently a member of the executive 
board. Now second in command of the USPHS, he is a charter mem- 
ber of the American Board of Preventive Medicine and, at present, is 
a public health advisory committee member of the W. K. Kellogg 
Foundation. 


Leonard A. Scheele, M.D. 
A New Commission 


THE ACUTE PROBLEM of personnel shortages in the nation’s health 
service is being tackled by a newly formed National Commission on 
Health Careers headed by Leonard A. Scheele, M.D., former surgeon 
general of the USPHS. Dr. Scheele, president of Warner-Chilcott 
Laboratories since 1956 when he ended a 23-year career in the USPHS, 
has stated that the first concern of the commission is to pin down the 
problem of lack of manpower in all its aspects and to conduct an 
inquiry to answer questions on existing services and current needs. 
During his tenure as surgeon general, he developed construction aid 
programs for non-federal hospitals and universities. This plan en- 
abled them to build research laboratories for every phase of medicine. 
Dr. Scheele also was responsible for federal institutes in specialized 
research fields, such as the National Cancer Institute and the National 
Mental Health Institute. The new chairman helped plan the Salk 
polio vaccine distribution program. 
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Dr. Daniel Bovet 
A New Laureate 


A Swiss-BorN Italian pharmacologic specialist won the 
1957 Nobel Prize for Physiology and Medicine. He is 
Dr. Daniel Bovet, recognized for his work in developing 
a specific against allergies and for his original refine- 
ment of curare to produce muscular relaxation in surgi- 
cal patients. A few years ago, Dr. Bovet went to the in- 
terior of Brazil and lived with the Indians to study the 
extraction and uses of curare. Prior to his research, 
curare derivatives were considered highly dangerous 
and the removal of the danger margin in thoracic and 
abdominal operations was Dr. Bovet’s contribution to 
the use of the drug. Dr. Bovet, whose discoveries have 
been the basis of countless medical products—sulfa 
drugs, antihistamines and muscle relaxants, is now 
studying the chemistry of the brain, especially as it is 
influenced by mental illness and by drugs such as the 
ataraxics. He heads the chemical therapeutic laboratory 
at the Superior Institute of Health in Rome, a govern- 
ment-operated research center. The 50-year-old scien- 
tist became an Italian citizen in 1947. Dr. Bovet, who 
had never been interviewed by a newsman until the 
announcement of the prize, professed surprise at hav- 
ing become a Nobel laureate, saying he didn’t know he 
Was a candidate. He added, “In scientific circles, other 
hates were mentioned, including that of Dr. Salk.” 


GP December 1957 35 


On the Calendar 


Academy chapter meetings and postgraduate courses, as well as 
other medical meetings in which general practitioners will have 
an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


*Dec. 6-7. Delaware chapter, annual meeting, Kent Manor Inn, 
Wilmington. (7 hrs.) 

*Dec. 6-7. North Dakota chapter, annual meeting, Rudolph Hotel, 
Valley City. (3 hrs.) 

*Dec. 14. Puerto Rico chapter, annual meeting, Puerto Rico Medical 
Association Building, Santurce. 

Jan. 6—Jun. 27. Highland View Hospital and Western Reserve 
University, course in physical medicine and rehabilita- 
tion, Highland View Hospital, Cleveland. 

*Jan.-6-17. New York University Post-Graduate Medical School 
et al., full-time course in radiologic safety, New York 
City. 

*Jan. 8. University of Oklahoma, short course in growth failure, 
Oklahoma City. 

*Jan. 8-9. University of Buffalo, course in management of 
trauma, Buffalo. 

*Jan. 11. New Jersey chapter, annual meeting, Hotel Berkeley- 
Carteret, Asbury Park. 

*Jan. 13-14. Kansas University, pulmonary disease clinic, 
Kansas City, Kan. (12 hrs.) 

*Jan. 13-18. University of Colorado, general practice review, 
Denver. : 

*Jan. 15. Nassau County (New York) chapter and Nassau County 
Medical Society, course on electrocardiography, 15 Wednes- 
days, Meadowbrook Hospital, Hempstead. (15 hrs.) 

*Jan. 15-16. Kansas University, symposium on gastroenterol- 
ogy, Kansas City, Kan. (12 hrs.) 

*Jan. 16-17. University of Nebraska, course in obstetrics and 
gynecology, Omaha. 

*Jan. 17-18. University of California, course in dermatology, 
San Francisco. 

*Jan. 19. Southwestern Ohio Society of General Physicians, sem- 
inar on heart diseoses, Hartwell Country Club, Cincinnati. 
(4% hrs.) 

*Jan. 20-23. Kansas University, course in surgery, Kansas 
City, Kan. (24 hrs.) 

*Jan. 22-23. University of Buffalo, course in cancer, Buffalo, 
N. Y. 

*Jan. 27-31. University of Michigan, review course in pediatrics- 
obstetrics and gynecology, University Hospital, Ann 
Arbor. 

*Jan. 27-31. New York University-Bellevue Medical Center, 
course on culdoscopy, New York City. 

*Jan. 27-Feb. 7. New York University-Bellevue Medical Center, 
full-time course on endaural surgery, New York City. 

*Feb. 2—-Apr. 6. Kansas University, special skill course in 
radiologic physics, two-hour sessions on Sundays, 
Kansas City, Kan. (20 hrs.) 

*Feb. 3-4. Oklahoma chapter, annual meeting, Tulsa Hotel, Tulsa. 

*Feb. 4—6. Mlinois Committee on Maternal Welfare, Second 
Illinois Congress on Maternal and Infant Health, Hotel 
Pere Marquette, Peoria, Ill. (19 hrs.) 

*Feb. 5-6. University of Buffalo, course in medical and surgical 
aspects of urinary tract diseases, Buffalo, N. Y. 

*Feb. 6-8. University of Oklahoma, course in electrolytes, 
Oklahoma City. 

*Feb. 7-8. University of Nebraske, course in endocrinology, 
Omaha. 

Feb. 10-14. American College of Physicians, course in gastro- 

enterology, Duke University School of Medicine, Dur- 
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“Meprotabs” are new, coated, white, unmarked 400 mg. tablets 
of meprobamate. ® “Meprotabs” are pleasant tasting, and easy to 
swallow. ®In this new form, the nature of medication is not iden- 
tifiable by the patient. ® “‘Meprotabs” are indicated for the relief of 
anxiety, tension and muscle spasm in everyday practice. ® Usual 


dosage: One or two tablets t.i.d. “MI epr ot ab Ss” 


WW WALLACE LABORATORIES, New Brunswick, N. J. (2-methy!-2-1n-propyl-1, 3-propanediol dicarbamate) 


a 
4 
— } 
4 

— 
“a 
¢ 3 

4 

q 

i 
| 
: 
j 
4 
+ 
¥ + 
q 
om-6032 

| 

| 

| 


* 


mise* 
le 


pro 
Leder 


new 
from 


on 


ct CL19823: 


with 


= 


On Researc 
major drug 
*Coming so 


Creat 


a oivision, AMERICAN CYANAMIO COMPANY, PEARL RIVER, NEW 1 


why Dimetaneis the best reason yet for you to re-examine 


the antihistamine you’re now using » Milligram for milligram, 


DIMETANE potency is unexcelled. pIMETANE has a therapeutic index unrivaled by aly 


other antihistamine—a relative safety unexceeded 
by any other antihistamine. DIMETANE, even in very 
low dosage, has been effective when other antihis- 
tamines have failed. Drowsiness, other side effects 


have been at the very minimum. 


» unexcelled antihistaminic action 


Diagnosis Response ide Effects 
Excellent [Good | Fair itive 
Allergic 
rhinitis and vaso- 
motor rhinitis 30 “4 9 15 2 light. Drowsiness 
Urticaria and 
angioneurotic 
edema 3 1 1 1 Dizzy (1) 
Allergic 
dermatitis 2 1% Slight 
Bronchial asthma 1 1 | 
Pruritus 1 1 4 


Total 


iness (5) 4.2% 
izzy (1) 
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EXTENTABS® TABLETS ELIXIR 


OIMETANE 1S PARABROMDYLAMINE MALEATE — EXTENTABS 12 MG., TABLETS 4 MG., ELIXIR 2 MG. PER 5 CC. 


a blanket of allergic protection, covering 10-12 

i) hours —with just one Dimetane Extentab » DIMETANE 
Extentabs protect patient for 10-12 hours on one tablet. 
Periods of stress can be easily han- 

- | dled with supplementary DIMETANE 


i=} 


Tablets or Elixir to obtain maxi- 
mum coverage. 


9 A. H. ROBINS CO., INC. 


Richmond, Virginia | Ethical Pharmaceuticals of Merit Since 1878 


Dosage: 

Adultse—One or two 4-mg. tabs. 
or two to four teaspoonfuls 
Elizir, three or four times daily. 
One Extentab q.8-12 h. 

or twice daily. 

Children over 6—One tab. 

or two teaspoonfuls Elizir t.i.d. 
or q.i.d., or one Extentab q.12h. 
Children 3-6—%% tab. 

or one teaspoonful Elizir t.i.d. 
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GERIATRIC SUPPORTIVE FORMULA, ABBOTT 


TABLETS, ABBOTT 712280 
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A FULL RANGE OF DIETARY 
AND THERAPEUTIC SUPPORT 
FOR OLDER PATIENTS 


B-COMPLEX VITAMINS 
Thiamine Mononitrate 
Riboflavin 

Pyridoxine Hydrochloride 
Nicotinamide 


1.5 mg. (5000 units) 
12.5 meg. 


HEMATOPOIETIC FACTORS 
Bevidoral® ¥% U.S.P. Unit (oral) 


(Vitamin 8,2 with Intrinsic Factor Concentrate, Abbott) 


Folic Acid 0.25 mg. 


LIPOTROPIC FACTORS 
Betaine Hydrochloride 
Inositol 


ANTI-DEPRESSANT 
Desoxyn® Hydrochloride 

(Methamphetamine Hydrochloride, Abbott) 
HORMONES 
Sulestrex® (Piperazine Estrone Sulfate, Abbott). 
Methyltestosterone 


| 
q 
we 
CAPILLARY STABILITY 
: Quertine® (Quercetin, Abbott)............... 12.5 mg. 
alcium 5mg. 1 mg. 
- OIL SOLUBLE VITAMINS 
STREAMLINED INTO THE SMALLEST TABLET Cae We] OF ITS KIND Obbott a 


low 
back 
pain 


begins to yield in hours 


“... is an orally effective and 
safe antispasmodic drug. Re- 
sults are prompt, and gratify- 
ing to the patient. The number 
of office visits ... is reduced 
significantly. The dosage 
schedule is simple... side 
actions are minimal..." 
“No toxic side actions were 
noted.” 


Finch, J. W.: Orphenadrine {Disipal) in 
Skeletal Muscle Disorders. To be published 


Dosage: 1 tablet (50 mg.) t.i.d. 
In Parkinsonism when used in 
combination with other drugs, 
smaller dosage may suffice. 


& Pharmacia. U.S. Patent No. 
2,567,351. Other patents pending. (Riker) ANGELES 


“Trademark of Brocades-Stheeman Brand of Orphenadrine HCI 
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the 
primary disorder, 


course then... 


VITERRA 


Metabolic stress hitchhikes along with every primary disorder. By simply adding 
VITERRA early in treatment, you combat stress by providing a comprehensive 
nutritional buildup program. 

viterRA is not just a vitamin, but a complete nutritional replenishment. Supplies 
both the 10 essential vitamins and 11 important minerals, the “metabolic en- 
ergizers” which are a key to enzyme action. Together, vitamins and minerals 
satisfy tissue hunger and help speed recovery. 

Specify the viterra form which best suits your—and your patient’s needs. (1) 
viterRA Capsules, for daily supplementation. In bottles of 30 and 100. (2) When 
capsules are a problem, viterra Tastitass, which can be chewed, swallowed, 
or mixed in liquids. Ideal for children. In bottles of 100 and 250. (3) viterra 
THERAPEUTIC, When high potencies are indicated. In bottles of 30 and 100. 


PEACE of mind ATARAX® New York 17, New York 
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HYDROCHLORIDE TRIHEXYPHENIDYL HCI LEDERLE 


ARTANE is effective in all forms of Parkinsonism, 
in young and old, cardiac, hypertensive, posten- 
cephalitic and idiopathic types. Well tolerated, 
ARTANE maintains strong antispasmodic action 
over prolonged periods of treatment. ARTANE is 
remarkably free of serious toxic properties, has 
no deleterious effect on bone marrow function. 


Supplied: 2 mg. and 5 mg. tablets, and elixir 
containing 2 mg. per teaspoonful (4 cc.) 


Dosage: 1 mg. the first day, gradually increased, 
according to response, to 6 mg. to 10 mg. daily. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY Lederte) 


PEARL RIVER, NEW YORK 


“Reg. U. S. Pat. Off. 
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Bidrolar 


Bidrolar combines a natural laxative with an effective stool 
softener. It provides effective combination therapy without the use 
of irritating bowel evacuants and without the disadvantages and 
lack of peristaltic action noted with the use of stool softeners alone. 


Each Bidrolar tablet provides ox bile, 60 mg.—a peristaltic 
stimulant that produces natural laxation without irritating the 
bowel ... and dioctyl sodium sulfosuccinate, 40 mg.— an 
effective stool softener that keeps feces soft for easy evacuation. 


in focal frustiation Bidrolar is naturally better 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY KANKAKEE, ILLINOIS 


GP December 1957 


\ 
are effectively treated by 
45 


both- 
orally for 


dependable prophylaxis- 
3 | fast relief 
® 


RFUL PATIENTS 


N 
h 
st 
ti 
I 


GP Volume XVI, Number 6 


| 
; 
| 
| CHE ‘EAD OF FEAR 
| 
6 
| 


ASTHMATIC 
but cheerful instead of fearful 


New Isuprel-Franol tablets bring 
round-the-clock relief plus emergency 
help against sudden attack. Anxiety 
stops when patients know they'll get 
relief in 60 seconds — relief that con- 
tinues for four hours or more. 


Isuprel HCl (10 mg. for adults, 5 mg. 
for children) , the most potent broncho- 
dilator known, makes up the outer 
coating. In a sudden attack, the patient 
puts the tablet under his tongue. Relief 
starts in 60 seconds. A unique feature 
is the “flavor-timer.” As the Isuprel is 
absorbed a lemon flavor appears. When 
it disappears—about five minutes later 
—the patient swallows the tablet. 


An unexcelled combination for pro- 
longed bronchodilatation makes up the 
Isuprel-Franol core: benzylephedrine 
HCl (32 mg.), Luminal® (8 mg.) and 
theophylline (130 mg.). Swallowed, the 
tablet works for four hours or more. 
Isuprel-Franol tablets are “. . . effec- 
tive in controlling over 80% of 
patients with mild to moderate 

attacks of asthma.’ 


1. Fromer, J. L., and DeRisio, 
V. J.: Lahey Clin. Bull. 10 245, 
Oct.-Dec., 1956. 


hi 


SUPREL (SRAND OF ISOPROTERENOL), FRANOL, AND LUMINAL (BRAND OF 


LABORATORIES 
New York 18, N.Y. 


K 


“Flavor-timer” 


ISUPREL-FRANOL 
tablets (Isuprel HC110 mg.) 
for adults; 
ISUPREL-FRANOL 
Mild tablets (Isuprel HCl 
5 mg.) for children: 

One tablet every three or 
four hours taken orally for 
continuous control of bron- 
chospasm in chronic asthma. 
One tablet taken sublingual- 
ly for sudden attack. “Fla- 
vor-timer” signals when 
patient should swallow. 
Bottles of 100 tablets. 


signals patients 


when to swallow tablets 


FRANOL 
Sustained 


immediate effect sublingually — 
for emergency use 


LEMON “FLAVOR-TIMER” 


Disappearance of flavor is the 
signal to swallow 


Theophylline 
Lumina 
Benzylephedrine 


action — reduces fre- 


quency and intensity of attacks 


) REG. U. S. PAT. OFF. 
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REAFFIRM 
THE 
BENEFITS OF 


| 
4 
a | | a 
| = 
4 
¢ 
ae 
| © 1968 Knoz Gelatine Co. 
5 | 


GP December 1957 


Evidence continues to accumulate verifying the effectiveness of Gelatine in the 
treatment of brittle fingernails. Investigators report that the nails show objective 
evidence of improvement.!.2.3.4 Furthermore, patients often volunteer that their nails 
“feel stronger,” “look smoother,” and “I can pick up things without them hurting.”"! 
Evidently the subjective sensations associated with improvement are nearly as im- 
portant to some patients as the positive physical change in the nails’ appearance. 


improvement Noted in 81% of Patients 


See the chart below for a summary of the effect of Knox Gelatine in brittle fingernails 
as observed in all published reports. Photographic evidence of improvement, much 
of it in color taken before and during treatment, is available for most of the 
patients.'-2.3 Please note, however, that where Gelatine was used in the treatment of 
pathological conditions associated with brittle fingernails only in psoriasis did the 
data show definite improvement.'.3.4 


Response to Gelatine in Brittle Fingernails 


No. patients 
w/ brittle No. 
Duration of No. patients w/ No. patients nails and other patients 
References Dosage treatment _ brittle nails improved pathology improved 
1. Rosenberg, S., Oster, K. A., 7Gm/ 3 months 50 43 (86%) 32? 
Kallos, A. and Burroughs, W. day 
A.M.A. Arch. Dermat 16.330, 
(September) 1957 
2. Schwimmer, M. and Mulinos,M.G.. 75Gm/ 11-16 weeks 18 15 (83%) 
Antibiot. Med. & Clin. Therapy day 
4:403, Gully) 1957 
3. Rosenberg, S. and Oster, K. A.: 7 to 21 15 weeks 36 26> (72%) 
Conn. State Med. J Gm./day 
19:171, (March) 1955 
4. Tyson, T. L.: 7GmJjday 13 weeks 12 10¢ (83%) 
J. Invest. Dermat. 
14:323, (May) 1950 
Totals 7-21Gm. 11-16 weeks 116 94 (81%) 32 9 (28%) 


a. Gelatine improved psoriatic nails in 5 out of 12 cases. In onychomycosis and other pathological 
conditions of the nail it was of no appreciable help. 

b. Of the failures, 2 had congenital disease of the nails, 3 were diabetics and 3 took the medication 
for less than one month. 

c. One patient with psoriasis and arthritis and one patient with psoriasiform nail changes showed 
improvement in 2 and 3 months respectively. 


Important Note 


The pharmacodynamic effects of Gelatine are manifested through its high Specific 
Dynamic Action, and therefore, depend upon adequate and prolonged intake. All 
published clinical research has been conducted using 7 to 21 grams (1-3 envelopes) 
of Knox Gelatine per day for the three to four months that are required for complete 
regrowth of the nails. Smaller dosage would induce a lesser specific dynamic action 
and thus prove ineffectual in correcting the brittle nail defects. More detailed infor- 
mation on brittle fingernails and reprints of the two more recent clinical reports are 
available on request. Please use the attached coupon. 


Knox Gelatine Company 
Professional Service Department 
Johnstown, N. Y. GP-23 


Please send reprints of the following articles: 


Rosenberg, S., Oster, K. A., Kallos, A. and Burroughs, W.: A.M.A. Arch. Dermat. 
76:330, (Sept.) 1957. 


(0 Schwimmer, M. and Mulinos, M.G.: Antibiot. Med. & Clin. Therapy 4:403, 
(July) 1957. 
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Gentian Violet Supprettes are preferred by 


physicians for maximum 
fungicidal activity... by 
patients for minimal messiness 


Gentian Violet Supprettes provide rapid relief from itch- 
ing, burning, and discharge without irritation to vaginal 
membranes. Effective even in resistant cases of monilial 
vaginitis. Messiness and cost are less than with other 
gentian violet preparations. 


Composition: Each Supprette contains gentian violet 
0.2%, lactic acid 0.3%, and acetic acid 1.0%. 
Supplied: In jars of 12. 


Pregnancy moniliasis 
Antibiotic moniliasis 
Mycotic leukorrhea 
Diabetic vulvitis 
Mycotic vulvovaginitis 
Pruritus vulvae 


The “‘Neocera” Base 

Makes the Difference 

Contains no oils or fatty materials. Con- 
sists of water-soluble Carbowaxes* with 
active dispersal agent. Mixes completely 
with vaginal and cervical fluids to assure 
thorough penetration into folds of vaginal 
wall. 


*Trademark U.C.C. 


GENTIAN VIOLET SUPPRETTES 


NO REFRIGERATION NECESSARY °* Samples on Request 


THE WILLIAM A. WEBSTER COMPANY MEMPHIS 5, TENNESSEE 
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ina single ri prompt symptomatic relief 

reparation-— ee Fast comfort from analgesic action of phenacetin, sal- 
er 3 icylamide, caffeine; relief of nasal and bronchial con- 
support on gestion with buclizine HCI 


2 levels for 2 prophylaxis of secondary complications 


influenza Antimicrobial activity of tetracycline, outstandingly 
; effective and well-tolerated broad-spectrum antibiotic, 
patients for prevention of secondary complications such as 
and those infections due to pneumococci, streptococci and staphy- 
b ; lococei; especially indicated in undernourished or de- 
with minor bilitated persons, those with chronic diseases, young 
rn espir atory children and persons of advanced age 


TETRACYCLINE-ANALGESIC-ANTIHISTAMINE tab lets 


Each green, film-coated Dosage: avuLTs—2 tablets 
Tetracydin Tablet contains: every 6 hours daily and for at 
Phenacetin ‘ least 24-48 hours after symp- 
Salicylamide 4 toms and fever subside. 
Caffeine CHILDREN — proportionately less 
Buclizine HC] .... than adult dosage. 
Tetracycline HCl. . . 125 mg. Bottles of 24 tablets. 


Prizer Lasorarories, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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For anxiety, tension 
and muscle spasm 
in everyday practice. 


® well suited for prolonged 
therapy 


® well tolerated, relatively 
nontoxic 


= no blood dyscrasias, 

liver toxicity, Parkinson-like 
syndrome or nasal 

stuffiness 


RELAXES BOTH MIND AND MUSCLE 
WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


Miltown 


tranquilizer with muscle-relaxant action 


2-methyl-2-m-propyl-1,3-propanedio! 
dicarbamate — U. S. Patent 2,724,720 


Supplied: 400 mg. scored tablets 
200 mg. sugar-coated tablets 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Literature and samples available on request 


THE ORIGINAL MEPROBAMATE 


DISCOVERED & INTRODUCED BY 


WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 
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Because it replaces half control with full control. 
Because it treats the whole menopausal syndrome. 
Because one prescription manages both the 


psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 


-met P b 
Two-dimensional Patent Nor 2.2470. 
Conjugated Estrogens ( 0.4 mg. 


equin: 
Licensed under U. S. Patent No. 2,429,398. 


treatment 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


Samples and literature on request. 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A Proven Tranquilizer A Proven Estrogen 


lara ® 
Wy WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown, the original meprobamate. 
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and open stuffed noses ORALLY 


or 


tablets provide reilel, promptly... 
keep ne «=! pessages clear for 3 0 hours 


In colds, nasal allergies, sinusitis...postnasal drip each Triaminic tablet contains: 

Triaminic Tablets “dry” and decongest nasal Phenylpropanolamine hydrochloride. .... 50 mg. 
passages, combat allergic symptoms, minimize Pyrilamine maleate.................... 25 mg. 
rebound congestion. Triaminic improves sinus Pheniramine maleate.................. 25 mg. 
drainage, alleviates postnasal drip... valuable 1 tablet t.i.d. 

for day and nighttime relief. Bottles of 50 and 250 “‘timed-release” tablets. 


SMITH-DORSEY « Lincoin, Nebraska « a division of The Wander Company 


\ 
) running noses 
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Triaminicin Tablets provide the effective 
decongestant and anti-allergic action of the 
Triaminic formula...plus aspirin, phenacetin 
and caffeine to stop pain, relieve headache and 
feverishness. Added vitamin C is reported to 
raise the general resistance of patients with 
colds and to lead to more rapid recovery. 


Triaminicin is buffered. 


by pain and feverishness 


each tablet contains: 

Phenylpropanolamine hydrochloride. .... 
12 

Pheniramine maleate................. 


Aluminum hydroxide (dried gel)....... 
Dosage: 1 tablet every 3 to 4 hours. 
Supplied: Bottles of 100 and 500 tablets. 


SMITH-DORSEY «© Lincoln, Nebraska « a division of The Wander Company 
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gtuffed and running noses 
 feverishness a 
— 
= 
5 mg. 
.5 mg. 
.5 mg. 
spirin 5 mg. 
- Phenacetin......(2% gr.)............. 150 mg. 
30 mg. 
50 mg. 
180 mg. 


Triaminicol provides Dormethan, non-narcotic 
antitussive that acts directly on the cough 
reflex. Effective as codeine on a weight basis, 
not addicting, less likely to produce sedation. 
Triaminicol decongests nasal passages, exerts 
its action on all mucous membranes of the 
respiratory tract. Expectorant action liquefies 
mucus, aids in the expulsion of exudates from 
the lung and trachea. 


each 5 ml. teaspoonful of Triaminicol provides: 
Phenylpropanolamine hydrochloride .. 12.5 mg. 


6.25 mg. 
Pheniramine maleate................. 6.25 mg. 
Ammonium chloride................. 90.0 mg. 


in apleasant-tasting, fruit-flavored,non-alcoholic vehicle. 
*brand of dextromethorphan hydrobromide 
Dosage: Adults—2 teaspoonfuls 3 or 4 times daily. 
Children 6 to 12 years—1 teaspoonful 3 or 4 
times daily. Under 6 years— dosage in proportion. 
Supplied: Pint and gallon bottles. 


SMITH-DORSEY - Lincoln, Nebraska « a division of The Wander Company 
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Designed especially for AAGP 
members and available only to 
members, the PLUS Plan is the 
general practitioner's own pro- 
fessional liability insurance cov- 
erage. Never before have gen- 
eral practitioners been allowed 
to establish, on a national basis, 
® s sae their own rate history for pro- 
professional liability fessional liability insurance cov- 
erage. Through the PLUS Plan, 


insurance service ‘members of the AAGP can do 


this, with the goal of obtaining 


° ° more favorable rates than those 

Now necessarily charged for doctors 
in higher risk fields. 

Now celebrating its first anni- 

versary, the Academy’s PLUS 

Plan reports an excellent claim 

history so far, verifying the 


Academy's Insurance Commit- 
tee’s original estimate. When 
your present professional liabil- 
ity insurance expires, make sure 
your new policy is written 
through this Academy-sponsored 
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the 9 months that matter... 


From the earliest months of pregnancy, through 
birth and lactation, Calcisalin offers nutritional 
support so important for both mother and child. 


A complete prenatal supplement. Calcisalin is 
designed for routine use throughout pregnancy 
and assures important vitamin and mineral bene- 
fits. The daily dose provides 


* vitamins and iron 

* calcium in usable form 

phosphate-eliminating 
aluminum hydroxide 


Provides usable calcium. Recent evidence indi- 
cates that phosphate-containing supplements 


can actually cause calcium blood levels to fall.!~ 
But Calcisalin supplies calcium in the usable 
form of the lactate salt. To absorb excess dietary 
phosphorus, Calcisalin also provides reactive 
aluminum hydroxide gel. Thus the risk of inad- 
vertently raising the phosphorus level to the 
point where it interferes with calcium absorp- 
tion is avoided. 


Dosage: Two tablets three times daily after 
meals. Available: Bottle of 100 tablets and 8-oz. 
reusable nursing bottles containing 300 tablets. 


References: 1. Obst. & Grass. 1:94 (Jan.) 1953. 2. Illinois M. 
4 105:305 (June) 1954. 3. Bull. Margaret Ha - Maternity 

Hosp. 6:106 (Dec.) 195 33° 4. Missouri Med. 51:727 (Sept.) 
1954. 5. J. Michigan M. Soc. 53:862 (Aug.) 1954. 


Calcisalin:’ 


WARNER-CHILC OTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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(Prednisolone tertiary-butylacetate, Merck) 


for relief that lasts —longer 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent 
pathology. 

Supplied: Suspension ‘aypELTRa’- 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 


5-ce. vials, 


MERCK SHARP & DOHME 
OIVISION OF MERCK @CO., INC. 
PHILADELPHIA 3, PA. 


Anti-inflammatory 
effect lasts longer 
than that provided 
by any other 
steroid ester 


days—37.5 mg.) 


Prednisolone Acetate (8 days—20 mg.) 


HYDELTRA-T.B.A. | = 


(13.2 days—20 mg.) 
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e six years of experience with Pentids in mil- 
lions of patients confirm clinical effectiveness 
and safety 


| 
| 
e excellent results with 1 or 2 tablets t.i.d. for 
many common bacterial infections | 


e may be given without regard to meals 


e economical ... Pentids cost less than other 
penicillin salts 


Just 1 or 2 tablets t.i.d. Bottles of 12, 100 and 500 


NEW! PENTIDS FOR SYRUP. Orange flavored powder | 
which, when prepared with water, provides 60 cc. of 
syrup with a potency of 200,000 units of penicillin G 
potassium per 5 cc. teaspoonful. 


Also available: Pentids Capsules, Pentids Soluble Tab- 
lets, Pentid-Sulfas. 


» Squibb Quality—the Priceless Ingredient 


*PENTIOS'® [5 A SQUIB TRADEMARK 
M-PEN-57.3 
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1. Miller, J. M.; Surmonte, —. A.; Ginsberg, M., and Ablondi, F. B.: Strep- 
tokinase Intramuscularly in the Treatment of Infection and Edema. (Scientific 
Exhibit) Postgraduate Medicine Vol. 20, No. 3: 260-267 (Sept.) 1956. 


“OBSERVATIONS ON THE INTRAMUSCULAR USE OF STREPTOKINASE’ 


1. Most patients showed beneficial clinical effect after 24 hours. 
2. No aggravation of infection. 


3. No delay in wound healing. 


4. Ten per cent of patients had temperature rise of 2 to 3° F., easily controlled by 
medication. 


5. No changes in peripheral blood picture. 
6. No significant alteration of prothrombin time. 

7. No fibrinolysis.t 

8. Some pain and tenderness at injection site in about 60 per cent of cases, 


9. No hemorrhage, hematoma or petechiae. 
10. No granulomas at injection site. 


11. No chills, cyanosis or allergic reaction. 


DOSAGE 


Five thousand units of streptokinase in 0.5 cc. of physiologic saline administered intra- 
muscularly twice a day for at least six doses. Treatment may be continued longer if 
necessary. It may be given preoperatively where considerable edema is expected post- 


operatively. 
PRECAUTIONS 


1. An antibacterial drug must be given with the intramuscularly administered strepto- 
kinase. 


2. Streptokinase should not be given to patients known to have defects in the clotting 
mechanism.” 


tNo fibrinolysis detectable in circulating blood stream. 


VARIDASE Intramuscular provides remarkable control of inflammation in many 
different types of lesions, simple or infected, including abscesses, cellulitis, 
epididymitis, hemarthrosis, sinusitis, and thrombophlebitis. 


VARIDASE Intramuscular (Water Soluble—No Oil)—Simple mixing instructions 
are included in the package literature. 


Administration: INTRAMUSCULAR, deep in the upper, outer quadrant of the 
buttock. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U.S. Pat. Off. 
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to quiet 
the cough 


and calm 


the patient... 


Your modern cough prescription 
Expectorant action 
Antihistaminic action 
Sedative action 
Topical anesthetic action 


PHENERGAN 


EXPECTORANT Wijeth 


Promethazine Expectorant 
With Codeine Plain (without Codeine) 


® 
Philadelphia 1, Pa. 
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Veralba-R lowers blood pressure 
without ganglionic or adrenergic 
blocking, and, therefore does not im- 
pair the vasomotor reflexes which 
guard against postural hypotension. 

Furthermore, Veralba-R does not 
disturb other essential vasomotor re- 
flexes that control body temperature 


by serious side reactions to hypotensive agents 


and distribute blood volume accord- 
ing to physiological requirements. 


Composition: Each grooved, uncoated 
Veralba-R tablet contains 0.4. mg. of 
chemically standardized protoveratrine 
and 0.08 mg. of reserpine. 

Literature and clinical supply pack- 
age available to physicians on request. 


VERALBA-R™ 


!PITMAN-MOORE company 


| DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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Dexamy! quieted the symptoms % 
of premenstrual tension 
(from the case records of @ Philadelphia general practitioner) 
patient: A og-year-old housewife 
with no organic disease and 
headaches» severe fatigue: pelvic 
= cramps» and an “all pervading +4 
at treatment: ‘pexamyl' > one tablet 

periodic headache and pelvic cramps - 
smith, Kline & French Laboratories, a 
+ 
| 
= 
| 
‘te 


STEROSAN 


Hydrocortisone 


(chlorquinaldol Ge1cy with hydrocortisone) cream 
comprehensive control of skin disorders 
infectious dermatoses - contact dermatitis - atopic dermatitis - nonspecific pruritus 


STEROSAN®-Hydrocortisone (3% chlorquinaldol GEIGY 
* combats infection with 1% hydrocortisone) Cream and Ointment. Tubes of 
* reduces inflammation 5 Gm. Prescription only. 
and when a nonsteroid preparation is preferred 
* controls itching STEROSAN® (chlorquinaldol GEIGY) 3% Cream and Oint- 
ok promotes healing = Tubes of 30 Gm. and jars of 1 lb. Prescription 
only. 


GEIGY 


0987 Ardsley, New York 
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oral progestational agent 
with 


unexcelled potency 
and 


unsurpassed efficacy 


THERMOGENIC EFFECT 


With NORLUTIN you can now pre- 
scribe truly effective oral progesta- 
tional therapy. Small oral doses of this 
new and distinctive progestogen pro- 
duce the biologic effects of injected 
progesterone. 


major advance in female hormone therapy 
for certain disorders 
of menstruation and pregnancy 


PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 


4 When NORLUTIN was administered to - 


patients with uniphasic temperature 
curves and menstrual irregularities 
a rise in basal temperature occurred.* 


INDICATIONS FOR NORLUTIN: conditions 
involving deficiency of progestogen, such as 
primary and secondary amenorrhea, men- 
strual irregularity, functional uterine bleed- 
ing, endocrine infertility, habitual abortion, 
threatened abortion, premenstrual tension, 
and dysmenorrhea. 


PACKAGING: 5-mg. scored tablets (C. T. No. 
882), bottles of 30. 


*Greenblatt, R. B.: J. Clin. Endocrinol. 16:869, 1956. 
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MERRELL COMPANY 


SINCE1828 
s. 


New York - CINCINNATI + St. Thomas, Ontario 


THE WM. 
Another Exclusive Product of Original Merrell Research 


Ive 


effect 
Il but 


Ina 


— 


é 


941 case 


In 


= treat her morning s _ 
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1957. 
1956-57. 


On Research Proj 


* Coming soon from 


Dosage: The usual adult 

dose is 250 mg. every six 

hours. 

Available in specially 

j coated tablets, pediatric 
suspensions, drops, otic 
solution, ointments, and 


I.V. ampoules. 
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when infection 
strikes the respiratory tract... 


ILOTYCIN 


(Erythromycin, Lilly) 


provides singularly effective antibiotic 
therapy because 


e Virtually all gram-positive organisms are sensitive 

e Allergic reactions following systemic therapy are rare 
e Bactericidal action kills susceptible organisms 

e Normal intestinal flora is not appreciably disturbed 


EL! LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 


732150 
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the small size is one 


. 


SANBO! 


ELECTROCARDIOGRAPH 


modern components, construction give greater durability 


The transistors, printed wiring panels and smaller 
galvanometer that help make the new 18 pound VISETTE 
ecg the size of a brief case also make possiblé another — 
and equally important — advantage: ruggedness. Metal- 
encased transistors, most of them smaller than a pencil 
eraser, are used in place of many vacuum tubes in the 
Visette circuit; they can withstand extreme jolts, jars and 
vibration without d . And instead of dozens of con- 
nections which would ordinarily be made with wire, con- 
ductive paths are printed on small, rigid phenolic panels. 
The Visette’s direct-writing galvanometer, too, is designed 
for increased resistance to both physical and electrical 
hazards. The rigid metal frame and chassis, to which all 
units are anchored, is then housed in an outer case of 
high impact Royalite, reinforced with metal strips at 
points of greatest strain. 

Here is true portability — a carefully designed combin- 
ation of light weight (that every nurse and technician 
will appreciate); small size (that requires the same 
space on your desk as a letterhead); and ruggedness, that 
assures continued accuracy of operation after countless 
trips in your car, on hospital and house calls, wherever 
your Visette is required. Handy ‘“‘companions”’ for the 
Visette include a protective vinyl Weather Cover, anda 
compact, attractive table for office use of the Visette. 

You can take it with you — with confidence, 


SANBORN 


COMPANY 
MEDICAL DIVISION 


An informative four-page folder 
describes ond pictures all major 
characteristics of the new Model 
300 Visette electrocardiograph. 
Copies available on request. 


175 Wyman St., Waltham 54, Mass. 
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it is so rugged 
MODEL 900 me | 
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TRANSISTORIZED j 
$625 del. 


24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with a 
fearful question: “Will I be able to make it?” 


Exertion leads to attacks . . . and fear of attacks leads 
to an increasing restriction of activities. Ultimately, 
even the attack-free intervals may lose all semblance 
of normal living. 


Remove the fear factor. In 4 out of 5 patients, routine 
prophylaxis with Peritrate reduces the incidence and 
severity of anginal attacks, improves abnormal EKG 
tracings and increases exercise tolerance. 


A new sense of freedom restores the “cardiac cripple 
to a sense of usefulness and participation, although he 


should not now indulge in previously prohibited stren- 
uous exercise. 


Peritrate prophylaxis is simple: 10 or 20 mg. before 
meals and at bedtime. The specific needs of most pa- 
tients are met with Peritrate’s five convenient dosage 
forms: Peritrate 10 mg. and 20 mg. tablets; Peritrate 
Delayed Action (10 mg.) for protection continued 
through the night; Peritrate with Phenobarbital (10 
mg. with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. with 
aminophylline 100 mg.) in cardiac and circulatory in- 
sufficiency. 


Usual Dosage: A continuous schedule of 10 to 20 mg. 
hefore meals and at bedtime. 


Peritrate’ 


(brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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According to Campbell the more tense the pa- Each Capsule Contains: 
tient and the longer the duration of his anxiety, Riboflavin (Be) 
; iti j Niacinamide 
the greater will be the nutritive requirements. Ase cid 
id 
StREsscaPs replenish the specific vitamin losses oe 
sustained by tense, anxious patients, increasing Calcium Pantothenaté 
their resilience to stress situations. STRESSCAPS Vitamin K 
provide generous amounts of B-vitamins and 
1. Campbell, D. G.: In: Modern Nutrition 
vitamin C in a professionally accepted formu- in Health and Disease, Wohl, G. M. and 
Goodhart, R. S. Lea & Febiger, 

lation. Philadelphia, 1955, p. 8 


STRESSCAPS in STRESS 
* Infection + Physiologic Trauma - Endocrine Dysfunction - Emotional Stress - Pre- and Postoperatively 


STR ESSCAPS 


Stress Formula Vitamins Lederle 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U.S. Pat. Off. 
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blood levels 


on a SINGLE intramuscular dose, 
in minimal injection volume 


This achievement is made possible by the unique solubility of TETREX (tetracycline 
phosphate complex), which permits more antibiotic to be incorporated in less volume 
of diluent. Clinical studies have shown that injections are well tolerated, with no more 
pain on injection than with previous, less concentrated formulations. 


TETREX Intramuscular ‘250’ can be reconstituted for injection by adding 1.6 cc. of 
sterile distilled water or normal saline, to make a total injection volume of 2.0 cc. 
When the entire 250 mg. are to be injected, and minimal volume is desired, as little as 
1.0 cc. of diluent need be used. (Full instructions for administration and dosage for 
adults and children, accompany packaged vial.) 


Each one-dose vial of TETREX intramuscular ‘250’ contains: 
TETREX (tetracycline phosphate complex) (tetracycline HCI activity)...........250 mg. 
Xylocaine* hydrochloride ...................... nigel 40 mg. 


plus ascorbic acid 300 mg. and magnesium chloride 46 mg. as liiladiaienees 
*® of Astra Pharm. Prod. Inc. for lidocaine 


SUPPLY: Single-dose vials containing TETREXx — tetracycline phosphate complex — each 
equivalent to 250 mg. tetracycline HCI activity. Also available in 100-mg. single-dose vials. 


| 
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DARVON 


(Dextro Propoxyphene Hydrochloride, Lilly) 

is a new, chemically different analgesic developed in the Lilly Research 
Laboratories. ‘Darvon’ is equally as potent as codeine yet much better | 
tolerated. Clinically useful doses do not produce euphoria, tolerance, 

or physical dependence. Side-effects, such as nausea and constipation, are 
minimal. You will find ‘Darvon’ of value in any disease associated with pain. 
‘Darvon’ is available in 32-mg. and 65-mg. pulvules. 


DARVON 


(Dextro Propoxyphene and Acetylsalicylic Acid Compound, Lilly) 

further intensifies analgesic effectiveness by combining the analgesic action 
of ‘Darvon’ with the antipyretic and anti-inflammatory benefits of 

‘A.S.A. Compound.’* It is particularly useful in relieving pain associated 
with recurrent or chronic disease, such as neuralgia, neuritis, or arthritis, 
as well as acute pain of traumatic origin. In a study of 101 patients, Gruber! 
has shown that, even after prolonged administration, no loss of analgesic 
potency occurs with ‘Darvon.’ No contraindications have been reported. 


Each Pulvule ‘Darvon Compound’ provides: 


Acetophenetidin 
‘A.S.A.’ (Acetylsalicylic Acid, Lilly) 
Caffeine 

: “Darvon Compound’—1 or 2 pulvules every six hours as needed for pain. 
‘Darvon’ —32 mg. every four hours or 65 mg. every six hours as needed for pain. 
*"A.S.A. Compound’ (Acetylsalicylic Acid and Acetophenetidin Compound, Lilly) 
1. Gruber, C. M., dr.: J.A.M.A., 164: 966 (June 29), 1957. 


In bottles of 100 at pharmacies everywhere. 


QuALITY /RESEARCH /INTEGRITY 


EL! LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A, 
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by mouth...by vein... 
palliation achieved in prostatic carcinoma 


STILPHOSTROL 


Diethylstilbestrol Diphosphate, AMES Tablets - Ampuls 


“*..easy and safe to give very large doses...” 


@ Better tolerated than unphosphorylated stilbestrol 

@ Permits higher doses for more effective palliation 

@ Benefits patients “...even after other estrogens have failed”? 

@ Relieves pain, reduces urinary symptoms and increases well-being 

@ Tablets permit initial or maintenance treatment of ambulatory as well as 
hospitalized patients 

1. Flocks, R. H.: J.A.M.A. 163:709 (Mar. 2) 1957. 


2. Flocks, R. H.; Marberger, H.; Begley, B. J., 
and Prendergast, L. J.: J. Urol. 74:549, 1955. 


For complete information, write to: 
Medical Department 


() AMES 
COMPANY, INC + ELKHART, INDIANA 
AMES COMPANY OF CANADA, LTD., TORONTO 


37287 


GP Volume XVI, Number 6 


a 
4 
1 
: 
; 
4 
C 
& 4 
é 
2 ot 
‘4 


major drug with f reat new pro 7 


FOR THE ENTIRE RANGE OF RHEUMATIC-ARTHRITIC 


DISORDERS —from the mildest 
j to the most severe 


many patients with MILD involvement can be effectively 
controlled with 


many patients with MODERATELY SEVERE involvement : 
can be effectively controlled with : 


MEPROLONE 


and NOW for patients with 
SEVERE involvement 


SED TABLETS 


PROLONE 


The first meprobamate-prednisolone therapy 


the one antirheumatic, antiarthritic that 
simultaneously relieves: (1) musclespasm 
(2) joint inflammation (3) anxiety and 
tension (4) discomfort and disability. 


SUPPLIED: Multiple Compressed Tablets 
in three formulas: ‘“MEPROLONE’-5 — 
5.0 mg. prednisolone, 400 mg. meproba- 
mate and 200 mg. dried aluminum hy-’ 
droxide gel. ‘MEPROLONE’-2—2.0 mg. 
prednisolone, 200 mg. meprobamate and 
200 mg. dried aluminum hydroxide 
gel. ‘MEPROLONE’-1 supplies 1.0 mg. 
prednisolone in the same formula as 
*“MEPROLONE’-2. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC. 
PHILADELPHIA 1, PA. 


*“MEPROLONE!’ is a trademark of Merck & Co., Inc, 
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the “CLUSIVOL? family offers 
3 related products to satisfy 
individual needs in all age groups. 


hor olden patent 


“CLUSIVOL” GERIATRIC 


Offers combined estrogen and androgen with 24 nutritional elements 
to promote greater metabolic efficiency in the upper age groups. 


No. 294—Capsules, bottles of 100 and 1,000. 


“CLUSIVOL” CAPSULES 
Provide an easy-to-take multiple vitamin formulation with amino 
acids and essential minerals for individuals who prefer capsules. 


No. 293—Bottles of 100 and 1,000. 


for and children 


“CLUSIVOL” SYRUP 


The candy-flavored base of this comprehensive vitamin-mineral for- 
mula appeals particularly to children but is also enjoyed by adults who 
prefer liquid medication. 


No. 948—Bottles of 8 fluidounces, with free unbreakable plastic dispen- 
ser; also bottles of 16 fluidounces. 


AYERST LABORATORIES NEW YORK, N.Y. © MONTREAL, CANADA 
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the treatment of VAGINITIS 


VAGINAL SUPPOSITORIES AND POWDER 


advance in 


a new specific 
monilracide 


MICOFUR™ 


BRAND OF NIFUROXIME 


now added to 
the established 


specific 
trichomonacide 


FUROXONE® 


BRAND OF FURAZOLIDONE 


GP Volume XVI, Number 6 | 


fe 
2 
nm 
ST] 
(Mi 
For 
wit] 
ST 
TRI 
. Box 
*279 
NIT 
neit] 
o,N\ 
° EAT 


Rapid relief of burning and itching often within 24 hours 


85.4% CLINICAL CURES‘ in 219 patients with either trichomonal 
vaginitis, monilial vaginitis, or both*, remissions were secured in 187. 


71.4% CULTURAL CURES? 157 patients showed negative culture 
tests at 3 month follow-up examinations. 


Eliminates malodor 
Esthetically acceptable 


Simple two-step treatment swiftly brings relief and 
control of vaginal moniliasis and trichomoniasis. 


STEP 1 Office administration of TRICOFURON VAGINAL PowpER 
(Micofur 0.5% anti 5-nitro-2-furaldoxime and Furoxone 0.1% in an acidic 
water-soluble powder base). Applied by the physician at least once a week, 
except during menstruation. 

For easy insufflation: plastic “puffer” bottle of 15 Gm., supplied 

with 3 sanitary disposable tips. Also available: glass bottle of 30 Gm. 


STEP 2 Continued home use to maintain moniliacidal-trichomonacidal action: 
TRICOFURON VAGINAL SUPPOSITORIES «= (Micofur 0.375% and Furoxone 
0.25% in a water-miscible base) . Employed by the patient each morning and 

night the first week and each night thereafter—through one cycle, especially 

during the important menstrual days. 


Box of 12, each hermetically sealed in green foil. 


tCombined results of 12 clinical investigators. Data available on request. 
*27% incidence of mixed Trichomonas and Candida (Monilia) albicans infection. 


NITROFURANS ...a new class of antimicrobials.,, 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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RELY UPON 
RAUDIXIN 
TO RELIEVE 
SOMATIC 
SYMPTOMS 


Elevated blood pressure 
Increased pulse rate 


RELY UPON 
RAUDIXIN TO RELIEVE 
PSYCHIC SYMPTOMS 


Anxiety Headache Insomnia 
Excitation Tension Agitation 


ACHIEVE TOTAL MANAGEMENT OF YOUR HYPERTENSIVE PATIENTS 


Raudixin helps you achieve total management of your hypertensive patients. Blood pres- 
sure is gently lowered. The work load of the heart is decreased. Psychic symptoms such 
as anxiety and tension are relieved. You can also use the smooth tranquilizing action of 
Raudixin on your tense and anxious normotensive patients. You will find that Raudixin 
has little, if any, effect on the blood pressures of such patients. Whole root rauwolfia 
(Raudixin) “is often preferred to reserpine in private practice, because of the additional 
activity of the whole root.”* Dosage: Two 100 mg. tablets once daily; may be adjusted within 
a range of 50 to 300 mg. daily. Supply: 50 and 100 mg. tablets, bottles of 100, 1000 and 5000. 


*Corrin, K. M.: Am. Pract. & Dig. Treatment 8-721 may 1957 


Squibb Whole Root Rauwolfia Serpentina 


© SQUIBB Squibb Quality—the Priceless Ingredient 
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In urinary-tract infections 


\ 


OOD LEVEL [ 


ft 


Wijeth 
® 


Philadelphia 1, Pa. 


SUSPENSION TABLETS 


SULFOSE 


Trisulfapyrimidines, Wyeth 
(Sulfadiazine, Sulfamerazine, Sulfamethazine) 
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Wanted: CHILDREN 
Today’s families are planned big 


HE earlier phase of the baby boom, char- 
b perbee by its sharp rise in first and second 
births, is being sustained by the “unusually large 
numbers of children born in established fam- 
ilies.” Almost one-third of the 1956 babies were 
third or fourth children —a higher proportion 
“than for any year since before World War I.” 
Big, but spaced families — Many of these chil- 
dren will have one, two or even more brothers 
or sisters, especially in upper-class families. A 
survey recently completed among 29,494 grad- 
uates of 178 colleges shows that the men of the 
class of ’45 have families averaging 70% larger 
than the men of the class of ’36 in the ten years 
after graduation.? 
Ideal method for family planners — When pru- 
dent young wives ask advice to help them space 
their children, they want to be sure the method 
recommended really provides protection. You 
can give them this assurance with the diaphragm- 
jelly technique, the preferred method for women 
of high parity. Adopted by parenthood clinics 
“as possessing the least degree of fallibility,”* 
this dependable method reduces “the likelihood 
of conception by at least 98 per cent.’”’* 


Comfort and security — RAMSES® Diaphragm 
and Jelly offer comfort for the patient as well 
as the peace of mind that comes with the use of 


a reliable technique. The smooth, cushioned rim 
of the RAMSES Diaphragm prevents irritation. 
Its flexibility in all planes permits complete free- 
dom of movement. RAMSES Jelly,* a “10-hour” 
jelly because it occludes for that long, quickly 
immobilizes sperm and is safe for continued use. 
Wives who want their families when they want 
them are confident that you have given sound 
advice when you tell them that for more than 
30 years physicians have relied on RAMSES pro- 
tection in family planning. 

In prescribing a diaphragm — 
Specify the attractive, complete 
unit — RAMSES “TUK-A- 
WAY’® Kit #701 with dia- 
phragm, introducer, and 3 
oz. tube of jelly in a washable, 
zippered bag. Diaphragm in 
sizes from 50 to 95 mm. Additional 

jelly, in 3 and 5 oz. tubes, at all pharmacies. 


References: 1. os, Bull. Metrop. ae Insur. Co. 38:6 
(March) 1957. College Study rt: Population Bull. 
11:45 (June) 1998. 3. Novak, E., and Novak, E. R.: Text- 
book of Gynecology, Baltimore, The Williams & Wilkins Co., 
poo | fa C.: Proc. 3rd Internat. Conf., Planned Par- 
ent 


JULIUS SCHMID, Inc. 
423 West 55th Street, New York 19, N. Y. 


"Active agent, dodecaethyleneglyco! monolaurate 5%, in a base of long- 
lasting barrier effectiveness. 

RAMSES and ““TUK-A-WAY” are registered trade-marks of 

Julius Schmid, Inc. 
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p nsive digestive enzyme replacemen 


first cleans the wound by enzymatic di- 
gestion of tissue debris 


3 Mee then provides full antibiotic action to 
4 prevent and combat infection 


Essentially All Wounds Are Dirty 


In any breach of skin surface Tryptar Antibiotic 
Ointment promotes and speeds healing... reduces 
inflammation, edema and pain... overcomes odors 
... improves local circulation ... softens crusts... 
helps produce healthy granulation tissue... and 
prevents edema and infection. 


Each gram of Tryptar Antibiotic Ointment 


contains: 
FOR THE FIRST TIME, Tryptar Antibiotic Trypsin (crystalline).......... 5000 Armour Units 


Polymyxin B Sulfate U.S.P.. .5000 units 
in a smooth-flowing ointment base 
of excellent water solubility 


Supplied: in % oz. and 2 oz. tubes. 


Trypsin for rapid digestion 
2 enzymes Chymotrypsin _ of tissue debris 


Bacitracin for rapid healing 


2 antibiotics Polymyxin of cleaned wounds 


Safe, virtually nonsensitizing, does not affect living tis- 
sue. There are no known contraindications. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY - KANKAKEE, ILLINOIS 
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PROBENECIO 


Gout is often easier to treat than to diagnose. Sudden soft 
tissue swelling, acute joint inflammation, urate caiculi—all 
may be indicative of early gout. A family history of gout 
Is also highly suggestive. 


BENEMID gives gratifying results in the management of 
chronic gout and prolongs the Intervals between acute 
attacks. Excretion of uric acid increases; high serum uric 
acid levels tend to become normal; inflammation de- 
creases; the formation of tophi may be prevented and those 
present may become smaller. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. Inc... PHILADELPHIA 1. PA. 
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Gout — often oked — i | 
can errectively treated 


Qu) Potentiated Pain Relief 


200 mg. (3 grains) 
150 mg. (2% grains) 
30 mg. ( % grain ) 
30 mg. ( % grain ) 


| Average Adult Dosw... 1 of 2 tablets 


repeated in three or four hours as needed. 


marked potentiation of analgesia 


no constipation 
no interference with micturition 


ASIATIC INFLUENZA — A.P.C. with Demerol is indicated 
for highly effective symptomatic treatment of the severe 
headache, muscle aches, sore throat, fever, intestinal cramps, ' 
malaise and coryza characteristic of this disease. 


Supplied in bottles of 100 tablets. 
NARCOTIC BLANK REQUIRED 
LABORATORIES | NEW YORK 18, N.Y. © WINDSOR, ONT. 


Demerol (brand of meperidine), trademark reg. U. S. Pat. Off. 
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FALVIN FEATURES A NEW KEY COMPONENT-—AUTRINIC 


INTRINSIC FACTOR CONCENTRATE 


Newer techniques of research have led to the isolation, bio-assay and clinical confirma- 
tion of a new, highly active Intrinsic Factor Concentrate.1.2 


Despite the efficiency of modern hematinics, their range of usefulness is adversely af- 
fected by the inability of the Intrinsic Factor Concentrate used to overcome the inherent 
limitation on capacity to absorb B,. across the GI mucosal barrier. Age differences as well 
as individual ranges of variation add to the complex problem of absorption. 


Oral administration of Co®-labeled B.. has shown that Intrinsic Factor Concentrates now 
in common use actually decrease B.2 absorption. (Charts A and A!)3 


In contrast, AUTRINIC promotes intestinal absorption of By, resulting in serum Bus levels 
significantly higher than those obtained either with conventional Intrinsic Factors or with 
Bs alone. (Chart Al!)3 
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NOW... 
A BETTER PATTERN OF RESPONSE IN ANTI-ANEMIA THERAPY 


BETTER GASTROINTESTINAL RESPONSE 


higher serum B.: levels for normal maturation of tissue as well as blood cells 


BETTER NEUROLOGIC RESPONSE 


higher serum Bs levels for avoidance of neuropathy 


BETTER HEMATOLOGIC RESPONSE 


higher serum Bu. levels for interaction with Folic Acid, essential to normal erythropoiesis 
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INTRINSIC FACTOR CON 


CENTRATE WITH Bio 


INTRINSICALLY BETTER IN ANEMIA 


THERAPEUTIC for anemias due to deficiency of recognized hemo- 
poietic elements. 


SUPPORTIVE where the anemia is associated with other pathology. 


PROPHYLACTIC in marginal deficiency states which may predis- 
pose to clinically overt anemias. 


Each Capsule contains: 

Autrinic* Intrinsic Factor Concentrate with 
vitamin Biz 

Ferrous Sulfate Exsiccated 

Ascorbic Acid (C) 

Folic Acid 


Dosage: Two Capsules Daily 


1. Williams, W. L.; Chow, B. F.; Ellenbogen, L. and Okuda, K.: Intrinsic Factor Prepara- 
tions which Augment and Inhibit Absorption of Vitamin Biz in Healthy Individuals. In: 
Vitamin Biz und Intrinsic Factor, edited by Heinrich, H. C.—Ferdinand Enke Verlag, 
Stuttgart, 1957, P. 250. 


2. Williams, W. L.; Ellenbogen, L.; Rabiner, S. F. and Lichtman, H. C.: An Improved 
Urinary Excretion Test as an Assay for Intrinsic Factor. Proc. Soc. Exper. Biol. & Med. 
89: 357 (Nov.) 1955. 


3. Adapted from Tauber, S. A.; Goodhart, R. S.; Hsu, J. M.; Blumberg, N.; Kassab, J. and 
Chow, B. F.; Vitamin Biz Deficiency in the Aged. Geriatrics 12: 368 (June) 1957. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


*Reg. U.S. Pat. Off. 
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unplug that nose 
orally with 


PITMAN-MOORE company 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 


In pafients with colds...sinusitis...rhinitis § | 
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you provide GREATER RELIEF for 


your patients with colds, sinusitis or rhinitis 


FOR EFFECTIVE DECONGESTION Novahistine provides phenylephrine 


hydrochloride, a quick-acting, orally effective sympathomimetic that does not increase 


the heart rate. Unlike many vasoconstrictor drugs, Novahistine will not cause cere- 


bral stimulation or depress the appetite. And, in contrast to ephedrine, it does not 


lose its effectiveness upon repeated administration. 


FOR POTENT ANTIHISTAMINIC ACTION Novahistine provides pro- 


phenpyridamine maleate. This potent histamine antagonist is markedly free of un- 


desirable side effects. It is outstanding in overcoming symptoms of allergic rhinitis. 


THE SYNERGISTIC APPROACH Combined therapy constricts the blood 


vessels in the swollen nasal mucosa while combating the edema caused by histamine 


reactions. Novahistine produces a greater effect than either ingredient used singly. 


Relief results more rapidly and is more prolonged. 


AND YOU AVOID THE “VICIOUS CYCLE” OF TOPICAL APPLI-_— 
CATIONS Oral dosage with Novahistine eliminates patient dependence on nose 


drops, sprays and inhalants...the misuse of which may result in rebound congestion, 


ciliary paralysis, and mucosal damage. 


Novahistine Elixir provides 5.0 mg. of phe- 
nylephrine HC] and 12.5 mg. prophenpyridamine 


Novahistine Fortis Capsules provide 
twice the amount of phenylephrine when more potent 
nasal decongestion is desired. 


OF RE 
DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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your patients with generalized gastrointestinal 
complaints need the comprehensive benefits of 


Tridal 


(DACTIL® + PIPTAL®—in one tablet) 


rapid, prolonged relief throughout the G.I. tract 
with unusual freedom from antispasmodic 
and anticholinergic side effects 


One tablet two or three times a day and one at bedtime. Each TRIDAL tablet 
) contains 50 mg. of Dactil, the only brand of N-ethyl-3-piperidy! 
LAKESIDE diphenylacetate hydrochloride, and 5 mg. of Piptal, the only brand 


of N-ethyl-3-piperidyl-benzilate methobromide. 
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for any child of any age in the vital first decade 


The ‘Deca-’ Vitamin Family 


three convenient dosage forms of 10 significant vitamins for comprehensive protection 


is easy to specify because: 


: one basic name to remember—‘Deca-’ 


one basic formulation 


one standard of comprehensive protection 


No refrigeration required + Special process assures stable B;2 in solution with C - Hypoallergenic 
Unbreakable plastic ‘Safti-Dropper’ supplied with Deca-Vi-Sol 


® 
Deca-Mulcine Deca-Vi-Caps° Deca-Vi-Sol 
Teaspoon dosage with Capsule dosage —small, Dropper dosage with new, 
delicious orange flavor easy-to-swallow capsules improved taste: “‘Best taste yet” 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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